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Pyelitis in | Pregnancy. 


By G. Betiincuam Situ, M.B., B.S., F.R.CS., 
Assistant Obstetric Surgeon to Guy’s Hospital. 


PyYELITIs complicating pregnancy is probably not of great rarity. 
In the milder forms it is no doubt often overlooked; in others it has 
been, as recorded cases show, regarded as cystitis when pus in the 
urine has been noted, or as influenza or a gastro-intestinal attack. 
Whilst pyelitis occurring in children has received considerable 
attention of late, this same disease occurring in the pregnant woman 
has, in this country, been overlooked, if we are to judge by the 
paucity of recorded cases. 

I met with this complication in a patient admitted to Guy’s 
Hospital in January, 1901, and met with three similar cases in the 
years 1901 and 1902. Since then I have seen one case only which 
appeared to be of this nature. Subsequent examination, however, 
showed that in this case the pyelitis was tuberculous. She had had 
what seemed to be a characteristic attack during the preceding 
pregnancy, and it is possible that the tuberculous infection was 
secondary. I have not included this case, as facts are wanting with 
respect to the initial attack. The following are the notes of three 
cases, in which there does not appear to be any doubt that the patients 
were suffering from this complication of pregnancy. They were all 
admitted into Guy’s Hospital under the care of Dr. Galabin, to whom 
I am indebted for permission to publish them. 


Case1. Pregnancy; Pyelitis; Premature Labour. Sarah H., 
aged 18, admitted to Guy’s Hospital January 9th, 1901. She had 
been married ten months. She had had no serious illness, with the 
exception of a mild attack of diphtheria four years previously. Her 
last regular period occurred on July 21st, 1900. This was her first 
pregnancy. 
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History of present illness. She kept well till three weeks before 
admission, when she knocked herself in the abdomen with a clothes 
basket. She fainted, but on recovery felt no ill-effects. On 
January 2nd, fourteen days after the accident, a large clot of blood 
was passed, without pain. The next day, January 3rd, she had great 
pain on the right side of the abdomen and back, and felt very ill. 
She sent for a medical man, who considered that the child was dead. 
She was kept in bed, and in spite of sleeping draughts was very 
sleepless. She was very constipated, her bowels being opened once 
in three days only. Patient has never quickened. She has had no 
increased frequency of or painful micturition. The pain in the 
abdomen was felt on the right side just below the umbilicus, and did 
not improve whilst she remained at home. 

On admission, January 9th, the temperature was 99°4°F., the 
pulse 60, and the respiration 32. She complained of pain on the 
right side of the abdomen. There was some resistance, and 
tenderness at a point two inches below and to the right of the 
umbilicus. The uterus was enlarged, and reached to a little above 
the umbilicus. Uterine souffle and fetal heart sounds could be 
heard. No tumour could be felt either in the loins or iliac fossa, but 
pressure through the right lumbar region caused marked pain. The 
cervix was softened and dilated, admitting a finger, which could 
feel the presenting vertex. 

The urine was orange-coloured, with a flocculent precipitate; the 
reaction was acid, and the specific gravity 1,018. It contained a 
small amount of albumen, and pus and epithelial cells were seen on 
microscopical examination. A specimen of urine was drawn off by 
catheter before the birth of the child. A bacteriological examination 
showed bacillus coli communis in pure culture. The patient was 
kept in bed and put on a milk diet, quinine and urotropine being the 
drugs ordered. 

January 12th. The patient is free from pain, but very drowsy. 
She is passing a fair quantity of urine, and bowels are kept open 
once or twice daily. The urea has varied in amount throughout her stay 
in hospital from 1°5 to 1°9 per cent. On microscopical examination 
there are plenty of pus cells, but no casts. There is no trouble with 
micturition, and no symptoms pointing to cystitis. The temperature 
undergoes daily elevations, reaching 100° to 100°4°F. 

January 16th. Patient allowed up, but complained of pain 
in the side on returning to bed. The dilated os is closing. Fetal 
heart sounds are heard. The temperature ranges between normal 


and 101°F. 
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January 29th. The condition has remained about the same. The 
temperature on two occasions has reached 102°. There is not so 
much pus, but a very large number of epithelial cells in the urine. 
In the last day or two she has complained of pains lower down in the 
abdomen. Cramp-like pains occurred all day in the lower part of 
the abdomen and down the thigh, and the cervix was found to be 
dilating. The child was born about 10-30 p.m., the placenta being 
delivered digitally. The child was about 6} months old, and cried 
loudly when born. It lived only a short time. The placenta was of 
the battledore shape. There was old blood-clot adherent to its 
surface, and to the uterine aspect of the membranes. 


January 30th. There is no pain, and the temperature has fallen 
to normal. With the exception of a slight rise on February Ist 
to 99°8° it remained normal after this date. 


February 7th. A catheter specimen of urine is free from either 
albumen or pus. There was no subsequent return of either. 


February 13th. Patient discharged well. 


In this case there was pyrexia lasting for three weeks after 
admission, and about four weeks altogether. Labour came on 
prematurely at 64 months, and it is possible that the blow on the 
abdomen had some part in this. The symptoms cleared up rapidly 
after the confinement, the temperature falling to normal on the day 
following and the pus disappearing from the urine by the 9th day. 


Case 1. Pregnancy; Pyelitis; Labour at full term. Ruth L, 
aged 21, a primipara, admitted October 11th, 1902. She had been 
married 15 months, and her last period occurred during the second 
week of January. This is her first pregnancy. It has run a normal 
course with the exception of a slight flooding in March last, following 
over exertion. She has had morning sickness for the past eight 
months. 


Her present illness commenced three weeks ago, with intense pain 
over the region of the right kidney, and increased frequency of 
micturition. There was some palpitation of the heart, but no edema 
of face or legs. 


On admission the patient was found to be approaching full term. 
There was a little tenderness on deep pressure in the right loin, none 
in the left loin or over the bladder. There was no frequency of 
micturition or pain on passing water, and no evidence of cystitis. 
The temperature was at no time raised above 99° during her stay 
in hospital. 
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The urine was strongly acid in reaction, and specific gravity 1015. 
There was a trace of albumen and a copious deposit of pus and mucus. 

Subsequent course. The pus and mucus in the urine rapidly 
cleared up, and four days after admission there was no deposit to 
be seen. Microscopically, pus cells could be detected for a few days 
after the deposit disappeared, but the urine was free from them 
before the onset of labour. Urine drawn off by a catheter for 
bacteriological examination was found to contain a pure culture of 
bacillus coli communis. 

October 26th. Labour came on to-day, and was uneventful. The 
presentation was L.O.A., and a living boy was born. 


Involution of the uterus proceeded rapidly, and the patient was 
discharged well. There was no recurrence of the pyuria. 





Case 111. Pregnancy; Pyelitis. Annie H., aged 24, admitted 
April 5th, 1902. The question of ectopic gestation had been raised 
by the medical man under whose care she had been. 

She was a primipara, and single, and her last period took place on 
September 18th, 1901. She has had occasional sickness and shortness 
of breath since then, and her breasts have become larger and firmer. 


Present illness. She has not been feeling well for about two 
months, and her illness was at first attributed to influenza. She 
has been attended during the past month by a medical man, who has 
noted a febrile temperature, and also that during the past fortnight 
the cervix admitted a finger. Three weeks before admission 
there was pain referred to the right iliac region, which lasted several 
hours, and a few days later acute pain was felt in the right lumbar 
region. 

On admission the pregnancy was found to be intra-uterine, the 
uterus reaching to two fingers’ breadth above the umbilicus. The 
external os was dilated and admitted the tip of the finger. Feetal 
heart sounds were heard. The abdomen was held very rigid on the 
right side, and patient complained of great pain when pressure was 
made in the lumbar region. On account of the rigidity and tenderness, 
examination was difficult, but the lower end of the right kidney was 
palpable. 

The urine was found to be acid, and contained pus in large 
quantity. A bacteriological examination of a specimen drawn off 
by catheter yielded a culture of bacillus coli communis. 


Subsequent course. The temperature presented daily elevations, 
rising from 97° or 98°F. to 100°4° or 101°6°F. for three days after 
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admission. It then fell to normal, and remained so for the few 
remaining days of her stay in hospital. 


On April 10th the urine still contained a considerable amount of 
pus, and was acid in reaction. There was no evidence of cystitis. 
The right loin remained tender and the muscles over it rigid, but the 
patient had no pain. She was evidently improving, as was shown by 
the disappearance of pain and the fall of temperature to normal. 
Feeling better, she refused to stay longer in hospital, and the further 
course of her case is unknown. 


These three cases well illustrate the chief symptoms of pyelitis :— 
the sudden onset with pain and tenderness on pressure in the right 
loin, the pyuria without any symptoms pointing to cystitis, and the 
rapid improvement in one case after confinement. 

Kruse,! in a paper to which I have not been able to refer, first 
drew attention to this complication of pregnancy. Three years 
later, in 1892, Reblaub? appears to have noted independently, 
and in a short paper, illustrated by five cases, drew the attention of 
the French Congress of Surgery to a “mode of urinary infection 
which had so far escaped the attention of surgeons.” He pointed 
out the mode of production and the chief clinical features. In 1893 
Vinay published two cases which confirmed Reblaub’s original 
observations. He brought forward from time to time other cases, 
and in 1899, in conjunction with A. Cade, he reviewed the whole 
question,? illustrating his paper with nine cases that had come under 
his notice. From various sources I have collected fifteen cases, and 
to these am able to add the three which have come under my own 
notice. Vinay was of opinion that it affected multipare rather more 
frequently than primipare. Of his 9 cases, 2 occurred in primipare, 
7 in multipare. The larger series of cases I have collected does not 
confirm this opinion. Of 18 cases, 8 occurred in primipare, 9 in 
multipare, whilst in 1, a woman of 20 years of age, it is not stated 
whether or not the pregnancy was the first. These figures would 
point to the fact that it is relatively more frequent in first pregnancies. 
This complication is met with at any age within the child-bearing 
period, the limits in published cases being 17 and 42. The 
largest number, as one might expect, are met with between the ages 
of 20—30 (10 out of 17 cases, where the age is given). 


The onset or first appearance of this lesion is noted as occurring 
from the 4th to the 9th month, in one case only was it met with as 
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early as the 4th month. Most often it puts in an appearance some 
time between the 5th and 8th months. In one of the cases (No. ii.) 
here recorded its onset occurred as late as the 9th month, and in one 
of Vinay’s (Case viii.) the onset of rigors and acute symptoms 
occurred in this month, though there had been some history of pain 
in the right side for the two preceding months. Vinay considered 
that it occurred earlier in primipare than in multipare, but figures 
show very little difference in the incidence of the affection in the 
two classes. 


Primipare. Multipare. Notstated. Total. 
SIMI i. cvticsciss — 
5th 
6th 
Tth 
8th 
9th 


1 


The factors concerned in the production of pyelitis in pregnancy 
were first pointed out by Reblaub. In his communication he 
drew attention “to a mode of urinary infection that had so 
far escaped the attention of surgeons, namely, infection of the 
kidney and pelvis following on compression of the ureter and 
consequent renal retention, more especially as the result of 
compression of the ureter by the gravid uterus.” Of the pre- 
disposing causes compression of the ureter is probably the most 
important. Dilatation of the ureter as the result of pressure by the 
gravid uterus has been noted by many observers in patients dying in 
the course of pregnancy or recently confined. The pressure is 
exercised to a greater extent on the right side than on the left. 
Olshausen (quoted by Vinay) in 25 cases in which dilatation of the 
ureters had been noted, found one side alone affected in 12, of which 
10 were on the right side. It is important to note that, correspond- 
ing to the greater liability to compression of the right ureter, we 
find pyelitis in the recorded cases confined exclusively to the right 
kidney. Cold and fatigue appear to have played a part in certain 
instances. Vinay, for instance, records a case in which the illness 
started after a fatiguing walk in cold weather, and another where the 
patient experienced a sensation of chill in coming out of a bath. In 
one of the cases (No. iii.) reported in the paper, the patient had been 
feeling unwell for two months before the outbreak, due, it may be 
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considered, to influenza; in another (No. i.) the onset of the attack 
was preceded by a blow on the abdomen a fortnight before. It is not 
clear that in either case the preceding condition had anything to do 
with the pyelitis. 

Bouncan thought that any condition that would increase pelvic 
compression was to be regarded as a predisposing cause, such as 
hydramnios, and contracted pelvis. In none of the reported cases, 
however, was any abnormality noted. Whatever the predisposing 
cause may be, the exciting one in the majority of cases is infection 
of the pelvis and the kidney with the bacillus coli communis. This 
organism was present in pure culture in the three cases I examined, 
and out of a total of ten cases in which a bacteriological examination 
has been made, this organism was found in nine. In the remaining 
one a culture of streptococcus was found. Vinay, who reports this 
case (No. vi.), states that clinically it was of the same type as the 
others. 

Infection of the pelvis takes place apparently by the blood- 
stream. In no case was it found to be due to ascending inflammation 
from the lower part of the urinary tract. Experiments have been 
performed by Reblaub and Bouncan to show the possibility of 
infection in this way. Those of Bouncan I have not had access 
to. Rablaub, in the paper already referred to, mentions some 
experiments in which the ureter of a rabbit was ligatured, and a 
pure culture, either of bacillus coli communis or of staphylococcus, 
injected into the vein of an ear. The rabbits were killed at the end 
of five or six days. No details are given in this paper beyond the 
statement that there is a considerable chance of finding on the side 
ligatured not only a hydronephrosis but a pyonephrosis. 

Considering the frequency of infection with the bacillus coli 
communis, attention was drawn to the intestinal tract, and most of 
the French observers considered that some relationship existed 
between the pyelitis and some intestinal trouble. They drew 
attention to the troublesome constipation frequently complained of 
in these cases, and Vinay lays stress on the diarrhea that preceded 
the appearance of pus in two of his cases. Bué further noted that 
the febrile attacks yielded to purgatives. Constipation, however, is 
so common an event in pregnancy that one is scarcely justified in 
attributing special significance to its presence in any individual case. 
As regards the diarrhea, in one of the two cases in which it was noted 
it coincided with the onset of the symptoms. 

In a case of pyelitis which has come under my notice, and which 
supervened during convalescence from an operation for removal of an 
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ovarian cyst, it was stated that the trouble followed on an acute 
gastro-intestinal attack which affected another member of the house- 
hold at the same time. 


Symptoms. A characteristic of most cases is the sudden onset, 
and, as in the pyelitis met with in children, it is occasionally ushered 
in with a rigor which may be repeated. The temperature rises 
rapidly, and may reach 103°-104° F., being accompanied by all the 
ordinary symptoms of fever. At the same time, or less often a day or 
two later, pain is felt in the right loin, extending down to the right 
iliac region and thigh. The urine is of the usual febrile type, scanty 
and deep in colour, and when first examined contains as a rule both 
albumen and pus, the latter being uniformly mixed with the urine, 
which is acid in reaction. It is seldom that one has an opportunity 
of examining the urine at the commencement of the attack, but in 
one case in which Vinay (Obs. vi.) was enabled to do so, it was simply 
albuminous, containing no pus. This is only what one might expect 
from observations made on pyelitis in those who are not pregnant. 
Pressure over the right loin causes marked pain, and this is occasionally 
elicited by pressure along the course of the right ureter. Though 
increased frequency of micturition is at times noted, in no case 
recorded was there any evidence of cystitis. Though the latter is 
never primary it may follow on the pyelitis, an example of this being 
given by Vinay (Ubs. viii.). 

The temperature undergoes wide oscillations daily, falling 
gradually to the normal. The most acute symptoms generally last no 
longer than a week to ten days. The temperature may, however, 
remain raised for some time, as is shown in one of the cases recorded 
above (No. i.), when it underwent a daily elevation of 100°—102° F. 
tor three weeks after admission. 


If the duration of the malady as measured by the temperature is 
variable, it is still more so as regards the pyuria. This invariably 
persists after the subsidence of the temperature and the acute 
symptoms. It usually lasts from about two to six weeks, though 
in some cases it would appear to have run a much longer course. In 
one cases reported by Reblaub it lasted for four months, and at the 
end of this time the patient was operated upon for pyonephrosis. 
On an average the duration appears to be roughly three to four weeks. 
There may be a relapse during the same pregnancy, though this 
appears to be rare, or it may return with successive pregnancies. 
Vinay records a case (Obs. i.) where pyelitis recurred on four 
successive occasions. 
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Effect of pyelitis on the course of Pregnancy. Of the eighteeen 
cases collected the result is known in fifteen. In 4 cases labour came 
on prematurely, in 2 of these at the 8th month, in 1 at the 7th, 
and in one at 6} months. In 3 of the cases it was due directly to the 
severity of the symptoms, in two of them occurring two and three 
days after the onset of an attack, associated with a temperature of 
104°F. and accompanied by severe general symptoms. In the 
3rd case labour came on prematurely in the course of an attack that 
had persisted for some time, and in which a relapse, accompanied by 
rigors and a grave general condition, had occurred. In the 4th case 
labour came on at 6} months in the course of an attack that could 
not be described as very severe. She had had a blow on the abdomen 
a fortnight before the onset of the pyelitis, and the placenta showed 
an old adherent clot. It is, in consequence, not unlikely that the 
premature delivery is attributable as much to the accident as to the 
pyelitis. It would appear from these cases that premature labour is 
likely to supervene in the more severe cases only, and to follow 
closely on the commencement of the attack. In the remaining 
11 cases the pyelitis did not affect the course of pregnancy, which 
went to full term. In 8 of these not only did the pyelitis have no 
effect on the pregnancy, but the pus disappeared from the urine 
before the onset of labour. In one of these cases recorded by Bué, 
though the pus disappeared, there was persistence of albuminuria 
till labour occurred at term, and this was followed by a recurrence 
of temperature, due to uterine infection, which was relieved by 
curetting. There was also some pus in the urine, which appears to 
have been due to cystitis and not to pyelitis. Persistence of 
albuminuria after the disappearance of pus from the urine is rare, 
and Vinay states that he has not noted its occurrence in any of his 
cases. In the three remaining cases the symptoms persisted till 
labour at full term. In one of these the attack did not commence 
till the 9th month, whilst in the others the date of onset was not 
known. 

Of the 15 cases, then, in which the effect of the pyelitis on 
pregnancy is noted, in 8 the course of pregnancy was not affected, the 
pyelitis terminating before the onset of labour; in 4 labour came on 
prematurely, as the result in 3 cases, at all events, of the severe 
pyrexial attack; whilst in the remaining 3 the symptoms persisted till 
labour at full term, which was not affected apparently in any way 
by this complication. 

The effect of labour on pyelitis. From the point of view of 
treatment it is important to know what result the emptying of the 
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uterus has in those cases in which labour comes on in the course of 
an attack of pyelitis. In the four cases in which labour occurred 
prematurely the pyelitis quickly cleared up. The temperature fell 
to normal within six days, and the pus disappeared from the urine 
within a fortnight. In one of these cases recorded above (Case i.) 
there had been a daily elevation of temperature varying from 100° 
to 102° for four weeks before labour. After this event the tempera- 
ture fell at once to normal, and remained so with the exception of 
a slight elevation on the third day of the puerperium, and the pus 
disappeared from the urine within nine days. Pyelitis runs such a 
variable course that it is not right to assume too readily that its 
subsidence in a case where labour has occurred is due to this event. 
In the case quoted above, however, the effect was so marked and 
followed so immediately on delivery that one seems justified in 
attributing the result directly to the emptying of the uterus. And 
in all four cases the fall in temperature and disappearance of the 
pyuria occurred within a fortnight of the delivery. In the three 
cases in which labour occurred at full term during an attack of 
pyelitis the results were less satisfactory. In the one recorded by 
Vinay there was pus in the urine three weeks after labour, the total 
duration of the pyuria at that time being six weeks. Reblaub, in his 
paper, published two cases in which a pyonephrosis was supposed to 
have originated as a pyelitis in the course of pregnancy. In both the 
attack is supposed to have started towards the end of pregnancy, 
but the information regarding the history previous to labour is very 
scanty. The first case is that of a primipara, aged 39, who passed 
through a difficult labour that necessitated the use of forceps. Soon 
after labour the urine was noticed to be turbid, and it was found 
to contain abundant pus. At the same time, the patient was feverish, 
and complained of pain in the right renal region. Four months later 
she was found to have a much enlarged kidney on the right side, for 
which M. Albarran performed nephrotomy. The urine became clear 
the day following the operation, and the patient subsequently 
recovered. Bacteriological examination showed the presence of 
bacillus coli communis. The second patient, aged 38, in her fourth 
pregnancy had had pains in her right lumbar region for a month 
preceding labour. She was thought to have cystitis. The urine 
remained purulent, and she was seen a month later, when the right 
kidney was found to be much increased in size, and painful. There 
was no evidence of cystitis. Nephrotomy was performed by M. Guyon, 
and the patient died four days later. At the autopsy there was found 
to be a pyonephrosis on the right side, a hydronephrosis on the left. 
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Neither of these cases is very satisfactory, so far as the early history 
of pyelitis is concerned. No mention is made of any previous illness, 
and it would appear that both were well to within a short time of 
labour. They are the only cases I find recorded in which serious 
kidney trouble is supposed to have followed on this complication, and 
though not beyond criticism I have included them here as showing 
the possibility of a more serious result of pyelitis. In the second 
case, a multipara, it is not unlikely that there was infection of a 
pre-existing hydronephrosis. 


Treatment. The tendency of these cases is undoubtedly towards 
recovery. No doubt some of the slighter cases run their course 
unrecognised and untreated. The more severe ones will take to 
their bed on account of the pain and fever. It would appear that the 
attack is shortened and the risk of further complications avoided by 
careful treatment. This consists in the main of rest in bed and 
warmth, with a milk diet and attention to the bowels. Of drugs, 
urotropine appears to be the most useful, and should certainly be 
tried in the first instance, a variation being afforded by benzoic acid 
and the salicylates. 

With regard to the induction of labour, it may be said at once 
that this is certainly not necessary in the majority of cases. In the 
less severe ones the disease runs its course without affecting 
pregnancy, whilst in the more serious cases relief is afforded by 
miscarriage or premature labour. Moreover, one kidney only, the 
right, appears to be affected in the recorded cases. If in any case 
the pyelitis was persistent and the patient’s health was suffering, the 
question of induction might have to be considered. 
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Two Cases of Malignant Embryoma of the Ovary. 


BY 

H. T. Hicks, F.R.C.S. (Eng.), Obstetric Tutor, Guy’s Hospital, 
AND 

J. H. Tarcett, M.S. (Lond.), Obstetric Surgeon, Guy’s Hospital. 


As this form of ovarian tumour is very rare, and as no similar case 
has been brought before this Society, we have ventured to place on 
record a short account of a characteristic example of the disease, and 
to include references to the recent literature of the subject. Such 
growths are usually included in the group of teratomata, but on 
account of their close relationship to the dermoid tumours of the 
ovary we prefer the title of malignant embryoma. 


Case 1. Emily E., aged 14 years, was admitted into Guy’s 
Hospital on December 21st, 1903. She was taken suddenly ill on 
the day before admission with severe abdominal pain and sickness. 
Previous to this attack she had been in her usual condition of health, 
but had always been thin and delicate. (Her parents were dead, the 
cause of death not being known.) She was at work at a paper bag 
factory up to the time of the attack. The bowels were opened on the 
day before admission, and there was a history of vaginal discharge 
for about a month. She had reached puberty, and had menstruated 
once. The period lasted three days, and was normal. 

On admission she was in great pain, her pulse 128, her temperature 
102°, her tongue dry and furred. On examination the abdomen was 
slightly distended, rigid at its lower part, with a little tenderness 
on palpation. The flanks and upper part of the abdomen were 
resonant, but there was dullness from the umbilicus to the pubes, 
where an indefinite thrill could be obtained. Per vaginam, a cystic 
swelling could be felt high up, and to the left of the uterus. It was, 
however, difficult to carry out a satisfactory bimanual examination 
on account of the rigidity of the abdominal wall. The signs and 
symptoms suggested peritonitis—a diagnosis which was made all the 
more probable by the presence of the vaginal discharge. After 
resting in bed for a few hours her pulse became slower, and the 
temperature came down to 99°4° The diagnosis was then altered to 
one of ovarian tumour with torsion of the pedicle and peritonitis. 

Mr. Targett opened the abdomen in the middle line, and 


* Read at a meeting of the Obstetrical Society of London, July, 1905. 
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immediately came upon a black ovarian tumour with many recent 
adhesions to the anterior abdominal wall, and more firm attachments 
to the omentum above. The tumour was tapped, but only a little 
dark, blood-stained material came away. An incision was then made 
into the mass, and a large handful of semi-solid necrotic material 
was evacuated. The capsule was so rotten that it broke into small 
pieces during removal, but the whole mass was at length got away, 
and proved to be a left-sided ovarian tumour, the pedicle of which 
had 23 twists. The abdominal cavity was washed out with normal 
saline solution, and the abdominal wall sewn up with salmon gut 
sutures. The patient did very well after the operation; the pain 
ceased, and the temperature came down to normal. 

She went out on January 24th, 1904, to a convalescent home; the 
abdominal wound was quite healed, and the patient had increased 
considerably in weight. Menstruation became regular, and she 
remained well for three months. She then began to complain 
of abdominal pain, which was soon followed by swelling. She was 
readmitted on May 14th, 1904, suffering from well-marked ascites 
and rapid wasting. A large mass could be felt in the left iliac fossa. 
The abdomen was again opened by a small incision, and a large 
quantity of serous fluid evacuated. Sessile and pedunculated growths 
were found studded over the intestines and omentum. The large 
mass of growth in the left iliac fossa was found to be firmly fixed 
and to extend deeply into the pelvic cavity. Further operation being 
impossible, the abdomen was again washed out and sewn up. Within 
fourteen days the ascites recurred, and the abdomen had to be tapped. 
Subsequently paracentesis was performed five times, but the patient 
went steadily downhill. She wasted quickly, her temperature became 
irregular and pyrexial, the urine alkaline and purulent, and she died 
in a condition of uremic coma seven months after the first operation. 

At the first laparotomy there was no ascites, nor were there any 
secondary growths seen on the peritoneum. The primary tumour 
was almost black in colour, and was about the size of a man’s head. 
There was a distinct pedicle, which was tightly twisted. The whole 
mass looked like a cystic adenoma of the ovary, which had become 
necrotic and discoloured as the result of torsion of its pedicle, but, 
as was noted at the time of the operation, there was a considerable 
amount of solid material present in the tumour. It is impossible to 
give a more detailed account, for the tumour was so rotten that it 
had to be removed in pieces. 

The appearance of the peritoneum at the second operation was 
practically the same as that found at the post-mortem examination. 


~ 


( 
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Autopsy, July Ist, 1904. 

The following appearances were noted:—Great wasting of the 
body. Laparotomy wound healed. Lungs—septic broncho-pneumonia 
and pleuritic adhesions at both bases. No growth found in them. 
Heart, normal. The pericardium held a small quantity of serum. 

The peritoneal cavity contined 62 oz. of blood-stained fluid. The 
parietal layer was thickened and white, with numerous growths on 
its surface. The stomach was normal, and free from growth on its 
peritoneal surface. The lumen of both small and large intestines 
was not encroached upon, nor the mucous membrane infiltrated by 
growth; but upon the peritoneal aspect of these parts there were 
numerous masses, varying in size from a pin’s head to an orange. 
These growths formed in many places pedunculated masses; similar 
secondary growths being seen on the capsule of the liver and spleen. 
The striking point about these deposits was the superficial manner of 
their growth. 

The main mass of the recurrent growth was found in the pelvis, 
being situated more on the left side. The uterus was buried in it, 
and the right ovary was the seat of a nodular growth, about the size 
of a Tangerine orange. The recurrent tumour measured 11 inches 
in the vertical diameter, and extended upwards almost to the lower 
pole of the left kidney. The transverse diameter was about 7 inches, 
and the antero-posterior 6 inches. The kidneys were in a condition of 
suppurative nephritis; the mucous membrane of the ureters and the 
bladder was inflamed, but the ureters were not dilated. 


The growth was white in colour, and its surface coarsely nodular. 
On section the cut surface presented a white appearance, with small 
hemorrhages here and there into its substance. Each lobulated mass 
consisted of a central core of white fibrous tissue, and from this centre 
septa ran towards the periphery, and contained between these septa 
was growth of softer consistence. Although for the most part the 
tumour appeared solid, there were in many places cystic spaces, 
varying greatly in size. No cartilage, bone or hair could be seen 
with the naked eye. Many of the retro-peritoneal lymph glands were 
apparently infected, but on account of the extreme alteration of 
the anatomical disposition of the peritoneum by the growth, it was 
difficult to be precise in distinguishing between retro-peritoneal and 
intra-peritoneal deposits. 


Microscomcal Examination. 
The sections, taken both from the primary and secondary growths, 
may be roughly described as composed of (1) tubules and cysts of 
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various kinds; (2) nodules of cartilage and bone; (3) epithelial pearls; 
and (4) a groundwork of fibrous, muscular and fatty tissues. A short 
description of each of these elements will be given. 


1. Tubules and Cysts. These are very numerous, and their shapes 
and sizes vary greatly. Some are lined with tall columnarepithelium 
like that of the large intestine, and the resemblance to bowel is 
increased by the presence of bands of unstriped muscle arranged 
irregularly around them. Certain tubules of this class are distended 
with mucoid secretion, and form small cysts. A second variety may 
be termed acini, and these are in clusters like mucous glands; here 
and there they are in close apposition with nodules of cartilage 
recalling the structure of bronchial tubes. A third type may be 
described as cystic spaces lined partly with columnar and partly with 
squamous stratified epithelium, the change from the one to the other 
kind of epithelium being curiously abrupt. Lastly, a few tubules 
were probably lined with columnar ciliated epithelium, as the 
arrangement of the cells resembles that in the respiratory mucosa. 


2. The nodules of cartilage are small, and are oval or spherical 
on section. They are all composed of hyaline cartilage, and most 
of them possess a thin capsule of condensed fibrous tissue. A few 
fragments of bone may be seen, and they do not appear to be calcified 
cartilage, but irregular plates of ossification in the fibrous stroma. 


3. The epithelial pearls are striking objects in the sections. They 
exhibit a single layer of cubical epithelium at the periphery, and 
this is succeeded by a dozen or more layers of somewhat flattened or 
fusiform cells concentrically arranged. The central cells retain their 
nuclei, but are evidently becoming degenerated and swollen. A 
similar arrangement of cells is seen in the spaces lined with stratified 
epithelium, and it may be that some of the pearls represent transverse 
sections of such spaces. 


4. The groundwork of the tumour has a complex structure. In 


it may be recognised simple adipose tissue, broad bands of unstriped 


muscle fibres, gelatinous areas like foetal connective tissue, much 
denser fibrous material, fields of a delicate granular substance like 
neuroglia, and, finally, a sarcomatous growth composed of round and 
small fusiform cells. Groups of ganglion cells like those of the 
sympathetic system in the intestinal wall may also be seen between 
the bundles of muscle. In spite of the abundance of these constituents 
there is no anatomical arrangement of the parts to form a definite 
organ; the derivatives of the primary germinal layers seem merely 
to have run to waste. 
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Case 11. Under the care of Mr. Reynall Bellamy, in Stockport 
Infirmary, to whom we are greatly indebted for the clinical notes. 
A child (female), aged six years, was admitted with swelling of the 
abdomen, which had been noticed for three weeks. After tapping 
the abdomen a tumour was found extending from the pelvis into the 
abdominal cavity. This was removed by abdominal section without 
great difficulty. But within three weeks the ascites recurred, 
and after several abdominal tappings the patient died about two 
months from the first operation. 


No post-mortem examination was allowed. 


The primary tumour was about the size of a cricket ball; it was 
rounded, but slightly irregular in shape, and the outer aspect of the 
capsule was for the most part smooth and free from adhesions. 


The fimbriated end of the Fallopian tube was attached to the 
lower pole of the tumour, and, together with a small portion of 
the broad ligament, formed a definite pedicle. 


On section the mass was found to be of an almost uniform 
chocolate colour due to hemorrhage into it at every part. Its 
substance was soft and friable, with many cystic spaces, varying 
in size from that of a pin’s head to a walnut. The mass was in 
such a degenerated condition that it easily broke down under the 
finger, and it was only by taking numerous pieces for section that 
a definite histological structure could be made out. The slides 
prepared showed cartilage, and similar cystic spaces to those observed 
in the previous specimen. This tumour was chiefly composed of 
round and small spindle-shaped sarcomatous cells. A capsule formed 
of condensed ovarian tissue could be recognised in some of the 
sections. Unfortunately no secondary growths were available for 
examination. The details thus lack completeness, but are interesting 
as relating to the youngest known case on record. 


Remarks. The number of recorded cases of malignant embryomata 
is small. Singer, writing in Martin’s Gynacology, says there are 
fourteen published cases, and Pfannenstiel puts the number at ten. 
With eleven collected from the literature added to our own two we 
have thirteen cases. The microscopical appearances described by 
Pfannenstiel, Emmanuel, Singer Lazarus, Ewald and_ others 
correspond closely with our own sections, though in some instances 
a larger amount of nervous tissue was found. In Backhaus’s case 
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large patches of embryonic brain substance, neuroglia, and ganglion 
cells are described. Saxer also found nervous tissue. On the other 
hand, Emmanuel and Kramer failed to find any evidence of nervous 
structures. Hair follicles, sweat glands and pigment have also been 
met with in some specimens. Kromer describes an embryonic retina 
in close relation to patches of pigment. No doubt the individual 
germinal elements vary in the extent of their development in different 
specimens. Gsell states that ectodermic structures were absent in 
his case. Wilms has found that the three primary germinal layers 
are often represented in the solid processes (Zotten) of many dermoid 
cysts of the ovary, but states that the ectodermic elements are by 
far the most developed. Beneath the ectodermic structures may be 
seen plain muscular fibres, cartilage, and other mesodermic derivatives, 
and lying below these may also be seen tubular spaces, lined with 
columnar epithelium, which are taken to be endodermic in origin. 
Thus there seems to be a close relationship between the ordinary 
innocent dermoid cyst of the ovary and the very mixed tumour which 
we think is best called malignant embryoma. 


Metastases. There is a tendency for metastatic growths to be 
confined to the peritoneum and retro-peritoneal lymph-glands, 
visceral metastases being rare, and only mentioned in less than 
one-third of the cases. The pleura was found infected in Kramer's 
case, as well as the peritoneum. In Falk’s case there were metastatic 
growths in the lungs, and in the case described by Backhaus the 
patient died with symptoms of cerebral tumour, and large secondary 
growths were present on each side of the neck. In this case, 
however, there was no post-mortem examination, but the primary 
growth was a typical mixed embryoma. Sanger draws attention to 
the frequency of peritoneal infection, and he looks upon the secondary 
growths as implantation grafts. Lwald comes to the same conclusions. 
The tendency, therefore, is for the secondary growths to be confined 
to the peritoneum, but general dissemination occurs in a few cases. 

As regards the microscopic appearances of the secondary growths, 
there seem to be two distinct varieties. In our first case, and in those 
given by Emmanuel, Lazarus, Ewald and Falk the secondary growths 
were of the same complicated nature as the primary growth, but 
in the cases of Keller, Saxer and Kramer the metastases were of the 
type of the small, round-celled sarcoma; in these latter cases the 
mesoblastic elements only seem to have become disseminated. 


The recurrent growth in the pelvis may reach an enormous size, in 
our first case measuring 11 by 7 by 8 inches. 
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It is difficult to discuss the question of malignancy, because a 
hard and fast line cannot be drawn between the complex dermoids 
and malignant embryomata. Perhaps it is legitimate to look upon 
these growths as bearing the same relation to one another as the 
benign and malignant adenomata; that is, to speak of benign and 
malignant dermoid tumours of the ovary. 


The large size of the solid primary tumour, and the extreme 
confusion of the elements of the three germinal layers would 
constitute the distinguishing features. 


However, Kroemer records a growth, possessing the size and 
microscopical appearances of a malignant embryoma, where the 
patient was well and free from recurrence a year after operation. If 
we are provisionally to regard this case as innocent, we must reserve 
our ultimate opinion as to the invariably malignant character of 
these mixed embryomata. But undoubted malignant cases are on 
record; 9 of these died within the year, Ewald’s case lived 12 years, 
and Falk’s 2} years. Lazarus’s patient died a few days after operation. 


The patients, three of whom were multipare, were all under 
30 years, the respective ages at death being: 6, 13, 14, 15, 17, 20, 
20, 21, 22, 27 and 30 years. 

From the consideration of these cases the following conclusions 
may be drawn : — 


1. Malignant embryomata of the ovary are rare. They usually 
occur in young adults, but may be met with in childhood. 


2. The tumours may attain a large size; they are usually 
pedunculated, and devoid of adhesions unless the pedicle has become 
twisted. 


3. Secondary growths are frequently restricted to the peritoneum. 
They may present the same composite structure as the primary 
growth, or be wholly composed of sarcomatous elements. 


4. Pain and ascites are constant symptoms; ascites may develop 
early, even before actual infection of the peritoneum. In several 
instances a diagnosis of twisted ovarian cyst has been made. 


5. Ovarian tumours exhibiting an irregular disposition of 
embryonic elements are very liable to be malignant. 
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On the Appearance of Thyroid-like Structures in 
Ovarian Cysts. 


By R. Haminton Bett, M.A., M.B., B.C. (Cantab.), F.R.C.S., M.R.C.P. 
Obstetric Tutor and Registrar to St. Thomas’s Hospital, etc. 


Two cases of this rare condition have occurred within the last few 
years at St. Thomas’s Hospital. I am indebted to Dr. Walter Tate 
for permission to bring them before the Society. 

The cases had no particular interest from a clinical standpoint. 
They were regarded before operation as examples of ordinary ovarian 
cysts, and it was only microscopic examination which led to the 
discovery of the peculiar character of the growths. 

E.B., aged 32, was in hospital October, 1902. She was a married 
woman, and had five children. Menstruation had been irregular 
since January, 1902, and nine weeks before admission she had severe 
pains, and passed clots, possibly a mole. A month later there was 
severe hemorrhage, which recurred a week before admission. 
Concurrently with the menstrual disturbance an abdominal 
swelling was noticed, which at times was tender. On examination 
the swelling was seen to be centrally situated, rounded, freely mobile, 
and fluctuating. It reached to the level of the umbilicus. Per 
vaginam it could be felt in front of the uterus and depressing the 
anterior vaginal wall. 

The uterus was first curetted, and then the abdomen opened and 
a cyst of the left ovary removed. A small cyst in the right ovary 
was punctured, and the ovary left in situ. 

The cyst removed was handed to me for examination. It was 
multilocular. The largest loculus had been opened by trocar and 
cannula during the operation. It contained 1} pints of dark reddish- 
brown fluid, and some brownish blood clot. The specific gravity of 
the fluid was 1°035, and it became solid on boiling. The cyst wall 
was thin and smooth, with some blood-stained patches, but with no 
intra-mural hemorrhage. The rest of the tumour consisted of a 
number of small cysts containing fluid of varied consistence, and also 
a small mass of firm tissue, about the size of a walnut, which I 
thought would prove to be more or less solid adenomatous growth. 
It was sent to the clinical laboratory for microscopical examination, 
and the report returned was “Thyroid tissue. ? Secondary thyroidal 
carcinoma.” 


* Read at a meeting of the Obstetrical Society of London, June, 1905. 





Section under low power, from case occurring in 1902. 


Small portion under high power to show flat cubical epithelium, 


from case occurring in 1904. 
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A careful examination of the patient’s neck was made, but 
nothing abnormal discovered. Convalescenve was uninterrupted, 
and the patient was allowed to leave the hospital, having been 
warned to return at once should any abnormal symptoms occur, 
especially in the neck or abdomen. 


The second case occurred two years later, November, 1904. 


M.L., single, aged 52. Menstruation regular till five years before 
admission, when the menopause occurred. She complained of no 
symptoms beyond increase in the size of the abdomen and constipa- 
tion. The tumour was larger than in the other case, reaching well 
above the umbilicus. Ovariotomy was performed, and a loose twist 
of the pedicle was noted. It was a multilocular ovarian cyst of the 
right side, and the largest loculus contained eight pints of dark 
chocolate-coloured fluid. As in the other case, there was some staining 
of the cyst wall, but no intra-mural hemorrhage. I noted numerous 
deposits of calcerous particles in the cyst wall, the largest being the 
size of an incisor tooth. At the base of the cyst near the pedicle was 
a congeries of small cysts, and another more solid mass, very similar 
to that noted in the first case, but containing a few calcerous particles. 
The report from the clinical laboratory was “Tumour suggests a 
metastatic thyroid carcinoma.” 


In this case the neck was distinctly enlarged, especially on the 
right side. The enlargement was soft and had no definite outline, 
but suggested a goitre. The patient stated that her mother had a 
similar enlargement. Above this soft enlargement there was on the 
right side, at the level of the thyroid cartilage, a small harder lump, 
which moved on deglutition. It appeared quite separate from other 
structures in the neck. It had not the exact consistence of an 
enlarged gland and the possibility of its being an accessory thyroid 
suggested itself. 


The question of an exploratory operation upon the neck was 
discussed, and it was clear that it was of importance to obtain the 
subsequent history of the previous case. I succeeded with some 
difficulty in tracing the patient to Peterborough, and learnt in a 
letter from her husband that her general health had steadily improved 
during the last two years, that she had at times had a certain amount 
of pain in the abdomen, but that the occasions were less frequent now 
than formerly, and that she had had no trouble whatever in her neck. 
The second patient was then allowed to leave the hospital, but was 
to be kept under observation. 
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Microscopical appearances. These may be shortly put as being 
those of the thyroid gland. In the first section may be seen a large 
number of circular or rounded spaces, very varied in size, and for 
the most part completely filled with colloid material. The spaces are 
lined with a flat cubical epithelium. In a few of the smaller spaces 
the flat epithelium is seen without the colloid material. At places 
there is a certain amount of connective tissue, with some colloid 
material in the lymph spaces, but for the most part the connective 
tissue is sparse. 

On the outer surface of the specimen a distinct columnar 
epithelium can be seen at places, and especially one small patch, 
almost separate from the main mass of the section, which is lined 
throughout by columnar epithelium, but contains in its interior 
several small spaces holding colloid material, and lined by flattened 
cubical epithelium. 

In the more recent section the appearances are very similar to 
those already described, but the colloid material is more shrunken, 
and does not fill the spaces. These are, however, lined with the 
typical flat epithelium. The slight difference is probably due to 
different methods of preparation. There is much more connective 
tissue in this section, usually of a loose character. As before, some 
colloid may be seen in the lymph spaces. 


The number of cases in which this thyroid appearance has been 
observed in the ovary is comparatively small. Probably not more 
than half-a-dozen have been recorded. It is difficult to come to a 
conclusion as to the proper explanation of it. I have already 
mentioned in recording the cases that on both occasions the 
report sent up to the ward from the clinical laboratory suggested the 
possibility of the growth being secondary to a primary carcinoma of 
the thyroid gland. The subsequent history of the first case, already 
referred to, renders this suggestion most improbable. But while it 
seems clear that the growth is not a metastasis from a thyroid 
carcinoma, it may possibly be secondary to a simple goitre, or even 
arise from a normal thyroid gland. Cases have been recorded in the 
Transactions of the Pathological Society, in which extensive secondary 
growths have arisen in the calvaria, having their origin not in a 
carcinoma, but in a simple parenchymatous enlargement of the 
thyroid. I refer to the cases of Morris! and Coats.2 Moreover, 
Oderfeld and Steinhaus* have stated that “normal human thyroid 
may grow into blood-vessels, and thus give rise to osseous metastases 
of apparently thyroid tissue.” 
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So far as I am aware, there is no recorded case of a secondary 
growth in soft parts arising from a simple goitre, but if we are to 
accept the view that normal thyroid tissue may enter the blood 
stream, there seems to be no reason why it should not reach the ovary. 
This is the explanation of the phenomenon put forward by 
Karl Kretschmar‘ in his latest paper. Previously he had expressed 
the opinion that these tumours were endotheliomata, a view that has 
been adopted by others. It has also been suggested that they were 
growths of a teratomatous nature. 


Neither of these two latter explanations appeals to me; nor, 
indeed, am I convinced that the appearances, though so similar to 
those of the thyroid gland, are really due to anything more than a 
peculiar colloid degeneration of an ordinary cystic adenoma of the 
ovary. The flat cubical epithelium may be produced by the pressure 
of the secreted colloid material. Edmunds® has shown that ‘n 
Graves’s disease the colloid in the vesicles has partly or wholly dis- 
appeared, and that the secreting cells, instead of being cubical, are 
columnar, and that these changes are practically identical with those 
of compensatory hypertrophy, as seen in animals after experimental 
partial removal. This seems to indicate that the flat thyroid 
epithelium becomes columnar as soon as relieved from the pressure 
of the colloid material. It is, therefore, not very fantastic to suppose 
that where an extensive colloid degeneration occurs in the ovary, the 
epithelium may become flattened merely from pressure. Through 
the kindness of Dr. Powell White, my attention was drawn to a 
section of a kidney, which was very similar to those I have described 
in this paper. It was taken from a shrivelled and disorganised 
organ, the change in the kidney being no doubt due to complete 
obliteration of the ureter. The thyroid was normal, and it is hard 
to believe that the thyroid appearances in this disorganised kidney 
were due to any metastasis of the thyroid gland, or to any active 
tumour formation, or, indeed, to anything else than a colloid 
degeneration. This kidney section, therefore, tends to confirm the 
view that the thyroid-like structures in the ovary are really due to a 
degenerative change. I will, however, conclude with a summary of 
the various possible explanations of this rare occurrence. 

1. That it is a metastatic growth from a primary thyroidal 
carcinoma. 


2. That it is a secondary growth from a normal thyroid gland, or 
from a simple goitre. 


3. That it is a growth of teratomatous nature. 
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4. That it is an endothelioma. 


5. That it is a peculiar colloid degeneration of an ordinary 
cystic adenoma of the ovary. 


As indicated above, my own inclination is to accept, tentatively 
at least, the last of these suggestions, but I bring forward the 
specimens in the hope that some Fellows of wider pathological and 
clinical experience may throw fresh light upon them, and perhaps 
definitely determine their pathological position. 


ADDENDUM. 


The microscopic sections were submitted to the Pathology Com- 
mittee of the Obstetrical Society. Their report was read at the 
meeting of the Society on Wednesday, July 5th. It was in the 
following terms :— 


“We have examined these microscopic sections, and agree with 
Dr. Bell’s report thereon. We consider that the tissue in question 
so closely resembles the structure of adult thyroid gland that we are 
unable to distinguish between them. The sections show no other 
structures, suggesting a teratoma. 

Sections from three other multilocular ovarian tumours were 
shown by Mr. Targett, and corresponded exactly in microscopical 
structure with those exhibited by Dr. Bell. These sections also 
showed no evidence of a teratomatous structure. 

Sections from an undoubted ovarian teratoma: were shown by 
Dr. Herbert Williamson. These exhibited a tissue which, in its 
histological characters, exactly resembles the thyroid-like structure 
of the preceding specimens. 

The evidence before us is not sufficient to justify us in expressing 
an opinion as to the origin of this thyroid-like tissue.” 

This report was signed by Dr. Griffith (Chairman), Mr. Corrie 
Keep (Secretary), Mr. Bellingham Smith, Mr. Targett, Dr. Herbert 
Williamson, and myself. 
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CRITICAL REVIEW. 


On the Effect of Ventral Fixation of the Uterus on 


Subsequent Pregnancy and Labour, based on 
the Analysis of 395 Cases. 


By Henry Russert Anprews M.D., B.S. (Lond.), M.R.C.P., 
Assistant Obstetric Physician to the London Hospital. 


In 1896 Noble collected all the cases that he could find of pregnancy 
following ventral fixation in America, and all German and French 
cases recorded in the years 1891-5. I have tabulated all the cases 
that I can find recorded since Noble’s paper in English, American, 
German, French, and Italian literature, and a few Italian cases 
of earlier date; 189 in which the notes are sufficiently full for 
purposes of classification. Some of the earlier cases I have taken 
from Negri’s excellent paper without verifying the references. All 
the other papers mentioned I have read myself, and I have tried to 
avoid counting any case more than once. I have been able to find 
singularly few English papers on the subject. There are two or 
three recent American papers to which I have been unable to obtain 
access. The cases reported by Graefe, Sinclair and Stone cannot be 
classified, and are inserted at the end of the tables. 


The aim of this review may be expressed in the words of Oui— 
“Has hysteropexy any influence on subsequent pregnancy and 
labour? If so, is this influence due simply to the fact that the 
uterus is fixed, or is it associated with any particular method or 
technique?” We will take these questions in order :— 


I. Has hysteropexy any influence on subsequent pregnancy and 
labour ? 


The number of cases collected by Noble, in which the history of 
the termination of pregnancy was known was 206, viz., 49 American, 
157 French and German cases. The number of cases that I have 
collected is 189. The manner in which the pregnancy terminated in 
these 395 cases is shown in the following table : — 
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Cases of 
Pregnancy. 
Abortion. 
Pain during 
Pregnancy. 
Premature 
Labour. 

High Position 
of Cervix. 
Lateral 
Asymmetry 
or Torsion. 
Transverse lie 
of the Foetus. 
Perforation. 
Rupture of 
the Uterus. 
Ceesarean 
Section. 
Post-partum 
Hemorrhage. 


Noble’s Ameri- 2 cases of 
can cases retained 
9 placenta. 


7) 
_ 


Noble’s French 
and German 17 f 2— 
cases artificial 
157 extractions 


Cases collected 4, and 2 
since Noble’s 13 15 cases of 
189 retained 
placenta. 

Totals ... 395 36 259 20 


We will consider some of the headings in this table more in 
detail. 

(a) Abortion. In 395 cases of pregnancy, abortion occurred 
36 times, 7.c., in almost exactly 9 per cent. For some of these the 
ventral fixation was certainly not responsible, e.g., one of them was 
criminal (Noble). As far as these figures go they do not point to a 
special liability to abortion after ventral fixation. We must consider, 
on the one hand, the fact that several of the patients had had 
abortions before the operation, and on the other, that unsuccessful 
results and “uninteresting” cases are not so likely to be reported as 
successful results and interesting cases, such as those in which 
labour is terminated by Cesarean section. 

Negri reports a case in which ventral fixation was performed on a 
patient who had had two abortions and no full-term labours. The 
first pregnancy after the operation ended in abortion, the second, 
third, and fourth went to full term. Several observers (Olshausen, 
Singer, etc.), have seen the first subsequent pregnancy end in 
abortion and the second go to term. 

Some writers claim that ventral fixation is sometimes a cure for 
sterility. Stone, for example, says “It is claimed by some that 
abortions or miscarriages are due to the operation; and this may be 
true to some extent, yet we are confident that these patients would 
not have conceived at all but for the operation.” Bryant performed 
ventral fixation on a woman who had had seven years of sterile 
marriage before, and conceived soon after the operation. If every 
case of pregnancy occurring after ventral fixation were reported we 
should be able to judge of the relation between the operation and 
abortion. As it is we can only say that the evidence before us does 
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not point to the fact that ventral fixation is very likely to cause 
abortion in subsequent pregnancy. 


Premature Labour. Among 395 cases premature labour occurred 
9 times. Among the 189 cases it only occurred twice, once at 
7 months and once at 8. 


(b) Disturbance During Pregnancy. Among the 189 cases which 
I have collected, troubles during pregnancy are mentioned in 12,— 
pain, severe pain, discomfort, dysuria, and vomiting. In 4 cases 
where there was “pain” during pregnancy, in 1 where there was 
“severe pain,” and 1 where there were vomiting and dysuria, the 
labour was normal. In the other 2 cases where pain during pregnancy 
was “severe,” the labour was terminated by forceps or version. 
Vomiting is only recorded twice, once associated with dysuria, and in 
the other case with a ventral hernia. In one of the cases collected 
by Noble, premature labour was induced on account of vomiting. 


I do not think that we are justified in assuming that in the 
remaining 177 cases there was no pain or other disturbance during 
pregnancy, since the history of the pregnancy up to the time of the 
onset of labour is ignored by many of the writers who have recorded 
these cases. The condition of the patient during pregnancy is noted 
in 85 cases, and in 12 or 14 per cent. of these cases there was pain, in 
4 cases enough to be called “severe.” It is possible that pain was 
present in a greater proportion of those not fully reported, as the 
latter include all the 16 cases of Cesarean section and 4 cases in 
which there was lateral asymmetry or torsion of the uterus. We 
may safely gather from these facts that pain occurs in a considerable 
proportion of cases of pregnancy after ventral fixation. In one case 
Lynch freed the uterus from the abdominal wall some time after 
labour, on account of pain. 


(c) High Position of the Cervia is recorded in many cases, and 
causes the most common difficulty met with after ventral fixation. 


ABEL found the external os at the level of the 4th lumbar vertebra, 
and the fundus fixed below the umbilicus in a case in which he 
performed Cesarean section. The long axis of the uterus ran 
upwards and backwards from below and in front. 


Brést found that the cervix remained so high up that delivery by 
forceps or version was impossible. The left cornu was fixed to the 
abdominal scar, and there was considerable torsion of the uterus. 
Cesarean section was performed. 
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Brown performed Cesarean section in a case where the feetus lay 


transversely and the cervix was out of reach, even under an 
anesthetic. 


Dickinson performed Cesarean section in a case where the 
external os lay against the sacral promontory, and the internal os 
was higher than the Ist lumbar * vertebra, the cervical canal being 
over 4in. long. The fundus of the uterus was just by the symphysis, 


the right cornu was high up in front, the left was close to Poupart’s 
ligament on the left side. 


GovsarorF records a case in which the foetus lay transversely, and 
the external os was so high up that it could only be felt under an 
anesthetic, with the whole hand in the vagina. External version 
failed, and Goubaroff performed Cesarean section thinking that 
internal version would be likely to cause rupture of the dilated 
posterior wall of the uterus. 


Int performed Cesarean section in 3 cases. In the first the 
cervix was above the promontory, in the second the cervix could not 
be reached from below, and in the third the cervix was too high up 
for version to be possible. 


Po.tovicz found the cervix high up in a case in which he per- 
formed Cesarean section, normal labour being impossible on account 
of the extensive adhesions. 


Scuitre performed Cesarean section in a case where the external 
os was above the level of the 2nd lumbar vertebra. After waiting 
10 hours the cervix had not descended and the os was only the size 
of a l-mark piece. There was torsion of the uterus. 


Werper found the cervix to the left of the promontory and fixed. 
It was impossible to reach any fetal part, even under an anesthetic. 

Cases of high position of the cervix in which delivery was effected 
by internal version are reported by Dirmoser, Lynch, Maly (5 cases) 
and Schiitte (4 cases). 

Wenrper records a case in which the cervix was 8 in. from the 
vulva, too high to be reached without an anesthetic. The uterus 
was in a state of tonic contraction. While preparations were being 
made for Cesarean section the dead fetus was born spontaneously. 


MiLaENDER found the cervix at the level of the promontory, so 
high that Champetier de Ribes’s bag could not be inserted. Manual 
dilatation of the cervix was successful, followed by internal version 
and delivery of a living child. 


* Vide Note below. 
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WEGENER performed cephalic version, and delivered with forceps, 


in a case where the cervix was so high that it could only be felt with 
the whole hand in the vagina. 


Goopwin records a case in which she had to dilate the cervix on 
account of its high position. The dead child was delivered with 
great difficulty, breech first. 

Doréris records 6 cases, in which the position of the presenting 


part was high at the beginning of labour and engagement slow, but 
does not say whether the cervix was high. 


(d) Lateral Asymmetry or torsion of the uterus is noted in 
5 cases. 

Brésr’s Case. Just below the left cornu was a thick cord fixing 
the uterus to the abdominal scar, and causing great torsion of the 
uterus. Czesarean section was performed. 


Dicxrnson’s Case. The right cornu was situated high up in the 
front of the abdomen, and much expanded, while the left cornu was 
just above Poupart’s ligament. Cesarean section was performed. 


Grinert’s Cast. Internal examination showed that the uterine 
wal) on the right side was normal, but that on the left side at the 


level of the lower 4rd of the uterus was a sort of spur, large, and very 
thick. Above and external to this spur was a large cul-de-sac formed 
of the left and posterior walls of the uterus. Above the spur lay 
the shoulders of the foetus, below it the head, and in the cul-de-sac 
the hands and feet. Internal version was performed with great 
difficulty, but the child was extracted alive. 


Scuttrr’s Ist Case. The right cornu was attached to the 
abdominal wall by a short thick cord. The foetus lay transversely, 
and was delivered alive by version. 


ScutTtTr’s 2np Case. The external os lay at about the level of 
the last dorsal vertebra. There was torsion of the uterus. Cesarean 
section was performed. 


Dickinson, Dirmoser, Noble, and Werder mention the fact that 
the firm, thick anterior wall of the uterus formed a tumour-like mass. 


(ec) Malpresentations. Among Noble’s American cases version 
was not performed once. Among his French and German cases 
version was performed 5 times. In one case Goubaroff performed 
Cesarean section, thinking that internal version might cause rupture 
of the thin posterior wall of the uterus. Among the 189 cases that I 
have collected a transverse lie of the foetus is noted in 10 cases, a 


breech presentation in 3. 
8 
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The method of delivery in the cases of transverse lie is only 
reported in 5 cases. In 3 (Schiitte) internal version was performed. 
In the other 2 Cesarean section was performed, by Brown, because 
the cervix could not be reached even under an anesthetic, and by 
Ill because the cervix was too high up for version to be performed. 
In many of the cases of Cesarean section there is no note as to the 
lie of the foetus. There can be no doubt that ventral fixation some- 
times causes malpresentations. 


(f) Rupture of the Uterus. Three instances of this accident 
occurred in the 189 cases. 


Dickson reports a case of rupture of the right side of the uterus 
from external os to cornu, during labour after “ventral suspension” 
with intra-abdominal shortening of the round ligaments. Details 
are wanting. The patient died from sepsis. 


von GuséRARD records an interesting case in which rupture of the 
uterus took place at the part where it was attached to the abdominal 
wall; 14 sutures had been used to fix the uterus. von Guérard 
opened the abdomen and sutured the rent. The patient recovered. 


MENGE, when an assistant in the Leipzig Clinic, saw a case of 


spontaneous rupture of the posterior wall of the uterus after ventral 
fixation. 


(g) Cesarean section. In 16 out of the 189 cases which I have 


collected, i.e., 16 out of 176 labours, Cesarean section has been per- 
formed. 


Among Noble’s American cases 1 Cesarean section was performed 
out of 43 labours, and among his French and German cases 3 out 


of 140. 


Stone reports 1 and possibly 2 other cases of Cesarean section 
after ventral fixation, but gives no details. Excluding Stone’s cases 
we have a record of 20 cases of Cesarean section among 359 cases of 
labour. This record probably gives a slightly exaggerated view of 
the frequency of this method of delivery, because four of the cases, 
Ill’s and Pinzani’s, were reported in papers on Cesarean section or 
abdominal section for various conditions, not in papers written to 
show the results of ventral fixation. The 18 cases of which I have 
the records may be divided into 3 groups. 


1. Uterus attached, intentionally or not, by the stump left after 
removal of an ovary or ovary and tube. 

Brosr’s Case. During the removal of a small very adherent 
left-sided ovarian tumour the posterior surface of the uterus was 
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somewhat torn. To prevent it from becoming adherent to the rather 
ragged bed of the tumour the uterus was fixed to the anterior 
abdominal wall by two catgut sutures on each side—Olshausen’s 
method. Eighteen months later labour was induced a fortnight 
before full term on account of albuminuria. The cervix was so high 
that it could not be reached without an anesthetic. It remained so 
high, and dilated so slowly, that Cesarean section was performed, 
delivery by forceps or version being impossible. The uterus was 
found to be fixed by a thick cord just below the left cornu, great 
torsion having taken place in consequence. The patient died. In 
the discussion which followed Brése’s demonstration of the specimen 
more than one critic considered that the fixation could not be 
described as having been carried out by Olshausen’s method, but that 


the stump of the pedicle of the ovarian tumour had been fixed to the 
abdominal wall. 


Prnzani’s Case. Ventral fixation was performed after removal 
of the left ovary and tube. Pinzani gives no details as to the 
method employed. In spite of good pains and both external and 


internal manipulations, no part of the fetus could be reached from 
below. 


ScuirtTe’s Case. Ventral fixation was performed by attaching 
to the abdominal wall the stump left after removal of one ovary and 
tube. The patient had previously had five spontaneous labours. In 
her first two labours after the operation version was necessary on 
account of the high position of the cervix. In her next labour the 
vagina was stretched into a long narrow tube, and the internal os was 
high above the level of the 2nd lumbar vertebra “in the direction of 
the last dorsal vertebra.’”’ There was marked torsion of the uterus, 
and after 10 hours of labour pains the os was only the size of a 
l-mark piece, and the cervix had not descended. 

Norz.—If Schiitte is right about the position of the internal os, it 
must have been just below the diaphragm. 


2. Uterus attached to abdominal wall by the fundus or posterior 
surface, 


Brponr’s Cases. Ventral fixation was performed by Fritsch’s 


method, z.e., the fundus of the uterus was sutured to the peritoneum 
and posterior fascia of the rectus by six catgut stitches. One patient 
had her next labour terminated by Cesarean section. Another 
patient become pregnant twice, Cesarean section being performed 
both times, the second time being fatal to both mother and infant. 
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Bidone does not say why Cesarean section was performed. It is 
difficult to suggest an explanation for the second Cesarean section in 
the second case, unless one assumes that the fundus of the uterus 
again became adherent to the abdominal wound. This case should 
be compared with IIl’s 2nd case described below. It is interesting in 
the light of these cases to read Fritsch’s statement that there is no 
trouble in labour when the uterus has been fastened only to the 
peritoneum and posterior fascia of the rectus. 


Govnarorr’s Casz. The fundus of the uterus had been fixed by 
three silkworm-gut sutures to the lower angle of the wound. The 
child lay transversely, and the outline of the uterus was transverse, 
with a median depression where it was adherent to the abdominal 
wall. The cervix was so high that the external os could only be felt 
under an anesthetic. External version failed, and Goubaroff con- 
sidered that the posterior wall was so much thinned that internal 
version would probably cause rupture. When performing Cesarean 


section he found that the adhesions were too thick to be broken down 
by the fingers. 


Itu’s Ist Cast. The upper portion of the posterior wall of the 
uterus had been fastened to the abdominal wall. The cervix could 
not be felt, and Cesarean section was necessary. 


Opesrecut’s Case. The fundus of the uterus had been fixed to 
the abdominal wall by three silkworm-gut sutures. The anterior 
surface of the cornu was only a hand’s breadth above the symphysis, 


while the highest part of the posterior wall reached as high as the 
liver. 


Pottovicz’s Casr. The fundus and the whole anterior surface 
of the uterus had been fixed to the abdominal wall. The cervix was 


high up, and Cesarean section was necessary “on account of the 
extensive adhesions.” 


3. Cases in which the method of fixation is not definitely stated. 


Nostr’s Case. The uterus had been attached by buried silk- 
worm-gut sutures. After 24 hours of slight pains the cervix was at 
the level of the sacral promontory. The pelvis was blocked anteriorly 
by a large tumour consisting of the anterior wall of the uterus and 
the fundus, which formed a shelf-like mass on which the buttocks of 
the foetus rested. It was impossible to bring the foetus down then or 
on another attempt being made 10 hours later. Porro-Czsarean 


section was performed, but the patient was already septic, and died 
7 days later. 
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WerpveEr’s Case. Patient aged 24; married 10 months; 1 child 
5 years ago. Colpo-perineorrhaphy and ventral fixation, apparently 
with buried silkworm-gut sutures, had been performed on account of 
procidentia. The abdominal wound became infected. In the first 
labour succeeding the operation, four years later, the cervix was on 
the left side of the sacral promontory, and could not be pulled down. 
The highest part of the uterus did not reach above the umbilicus, 
the long axis of the uterus being horizontal from before backwards. 
The anterior wall of the uterus formed a thick mass behind the 
symphysis. No foetal part could be reached, even under an anesthetic. 

Lyncu’s Case. Ventral fixation had been performed five years 
before. No details as to the method. The external os was felt with 
great difficulty at the level of the 4th lumbar vertebra. The fundus 
was two fingers’ breadth below the umbilicus, the long axis of the 
uterus being directed from in front and below, behind and upwards. 
Each pain pressed the fetal head against the maternal spine. A 
broad, flat adhesion between the uterus and abdominal wall had to be 
tied in several parts. 


Brown’s Case. “Some form of ventro-suspension” had been 
performed. The child lay transversely, and the cervix was out of 
reach, even under an anesthetic. 

Dickrnson’s Case. No details as to the method of fixation. The 
right cornu was high up in the front of the abdomen, and was much 
expanded, while the left ovary and round ligament lay along 
Poupart’s ligament on the left side. The fundus was just by the 
symphysis. The external os was at the level of the promontory, the 
internal os could not be reached, although the finger passed up above 
the 1st lumbar vertebra, the cervical canal being over 4 in. long. 

Norze.—The lumbar portion of the spine is about 7 in. long, according 
to Gray’s Anatomy Either the length of the cervical canal was under- 
estimated by Dickinson, or the internal os was not quite so high as he 
thought. If the internal os was above the Ist lumbar vertebra it must 


have been about 6 in. above the umbilicus, close to the aortic opening of 
the diaphragm. 


Itu’s 2np Case. No details as to method of fixation. The cervix 
was above the sacral promontory. Czsarean section was performed, 
and the adhesions separated. This patient’s next labour was normal. 

Ixu’s 3rp Case. No details as to method of fixation. The fetus 
lay transversely, and the cervix was very high up. 

Stone says “One, or possibly two, Cesarean sections have been 
performed at Columbia Hospital upon patients having had a fixation 
of the uterus where a suspension was intended.” 
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There can be no doubt that the difficulty in labour was due to 
the fixation of the uterus in the cases recorded by Brése, Schiitte, 
Goubaroff, Il (1st case), Odebrecht, Noble, Werder, Lynch, Abel and 
Dickinson. The evidence in the other cases is less strong, on account 
of the paucity of details. 


(h) Post-partum Hemorrhage. 


von GvERARD reports the only cases in which post-partum 
hemorrhage can be said to have been due to the fixation of the uterus. 
In his first case bimanual compression was found to be useless on account 
of the firm fixation. The abdomen was opened and the scar tissue, 
including silk sutures, removed. The uterus, when freed, contracted 
well. In von Guérard’s second case the hemorrhage was due to 
rupture of the uterine wall at the place where it was attached to the 
abdominal wall. 


ScutrTre and Bar report cases of post-partum hemorrhage after 
ventral fixation, but there is nothing to show that the ventral fixation 
was responsible for the bleeding. Schiitte’s case was one of atonic 
bleeding after delivery by internal version. In Bar’s case delivery 
was spontaneous. 


So few cases of post-partum hemorrhage have been recorded, and 
we may take it that all that did occur among these 176 labours would 
probably be reported, that we can assume that post-partum is not a 
common sequela of ventral fixation. 


II. We now come to the second question, “ Are the difficulties in 
labour due simply to the fact that the uterus is fixed, or are they 
associated with any particular method or technique?” 


Tur MetTuop OF PERFORMING VENTRAL FIXATION. 
Koeberlé, in 1869, performed the first ventral fixation on record, by 
removing a healthy ovary and suturing the pedicle to the abdominal wall. 


Olshausen, in 1886, was the first to describe the operation system- 
atically. 


Kelly read a paper on the operation in the same year. 

Sanger considered that he himself was the first to perform conservative 
ventral fixation in cases of retroflexion with movable uterus. 

The methods may be classified in 3 main groups :— 

1. Indirect fixation. 

2. Lateral direct fixation. 


3. Median direct fixation. 
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1. Indirect Fixation. 


This was the original method of Koeberlé. The method is sometimes 
used now, the stump left after removal of an ovarian tumour or after 
odphorectomy being sutured to the abdominal wall. 


2. Lateral Direct Fixation, the method of Olshausen and of Singer. 


OusHavSEN’s MetHop. Two or three sutures of silkworm-gut, silver- 
wire, silk, or catgut are passed on each side of the uterus through the 
origin of the round ligament and part of the broad ligament, fixing the 
uterus to the parietal peritoneum and abdominal aponeurosis at the side 
of the wound. 


Sancer’s METHOD was practically the same as Olshausen’s. He 
described it as bilateral suture of the round ligament and anterior layer 
of broad ligament near the cornu, with buried silkworm-gut. 

An objection to this method is that it may leave a little pocket between 
the anterior wall of the uterus and the abdominal wall. An important 


point in this method is that it does not involve adhesion between the uterus 
and the scar tissue in the abdominal wall. 


3. Median Direct Fization. 


The methods of performing median direct fixation are numerous and 
varied. We need not consider all of them. 


The posterior surface of the uterus is attached to the abdominal wall 
by Kelly, the fundus by Leopold, Czerny, Fritsch, and Lapthorn Smith, 
the anterior wall and anterior surface of the fundus by Terrier, the 


anterior surface only by von Guérard, Spaeth, and Noble, the lower part 
of the anterior surface only by Sinclair. 
The fundus is lightly scraped with the back of a knife by Leopold; 
both uterine and parietal peritoneum are scarified by Lapthorn Smith. 
The uterus is fixed to peritoneum only or peritoneum and subperitoneal 


tissue by Kelly, Lapthorn Smith, and Noble, to Peritonewm and posterior 
fascia of rectus by Fritsch, 


It is attached to smooth peritoneum below the median scar by von 
Guérard, and on the inner side of a lateral scar by Hanks. 


The uterine stitches are passed through the whole abdominal wall by 
Leopold, through the whole abdominal wall except skin and subcutaneous 
tissue by Czerny and Terrier, through peritoneum and fascia by Sinclair. 


A Suort DescripTION or SoME oF THESE METHODS. 


Keuy’s stitches (2, silk) pass through the posterior surface of the 
uterus, the peritoneum and subperitoneal tissue of the abdominal wall. 


Leopo.n’s stitches (silk, 3) pass through the fundus of the uterus and 
the whole of the abdominal wall, the peritoneum of the fundus having 
been lightly scraped with the back of a knife. 

Czerny’s stitches (catgut) pass through the fundus, parietal peritoneum 
and aponeurosis. 


Fritscu’s stitches (6, catgut) pass through the fundus, parietal peri- 


toneum, and posterior fascia of the rectus, never through the rectus muscle 
itself. 
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LapTHorn Smitu’s stitches (2, silk) pass through the top of the anterior 
surface of the fundus and parietal peritoneum. To guard against the 
parietal peritoneum being peeled off by the weight of the uterus it is 
supported for a month by passing through it the silkworm-gut sutures 
which close the abdomen. The peritoneum of fundus and abdominal wall 
is scarified. 


TERRIER’s stitches (3, silk) pass through the anterior wall, the lowest at 
the junction of the body and cervix, the middle one through the middle 
of the anterior surface of uterus, the highest close to the fundus, and the 
whole of the abdominal wall except skin and subcutaneous tissue. The 
stitches are so inserted that the median part of each is not buried in the 
uterine tissue, but lies exposed between the anterior surface of the uterus 
and the abdominal wall. 


von GUERARD passes 1 or 2 silk sutures through the anterior surface of 
the uterus, and through the parietal peritoneum below the wound, so that 
smooth peritoneum is in contact with smooth peritoneum. 


SpaEtn’s sutures (1 or 2, catgut) pass through the anterior uterine wall, 
peritoneum and fascia. 


Nosuz’s improved method. Noble has given up buried silkworm-gut 
sutures, and now adopts Kelly’s method of suture, except that he passes 
the sutures through the anterior instead of the posterior uterine wall. 


SincLair passes several buried silk or catgut sutures through the 
lower part of the anterior uterine wall, peritoneum and fascia. 


Hanks makes his incision through one of the rectus muscles, so that 
the uterus is attached to the smooth median peritoneum, and not to the 
wound. 


This list does not comprise all the methods of performing median 
direct fixation, but it includes all (except Laroyenne’s) with which the cases 
in this review are concerned. I have not been able to find a description of 
Laroyenne’s method. 


In 24 cases in which there was considerable difficulty in labour 
we have evidence as to the method of fixation. 


1. Indirect Fixation. 


Scnitre’s Cases. The uterus had been fixed to the abdominal 
wall by the stump left ofter odphorectomy. In the next two labours 
the cervix was high up, and the fetus lay transversely. In the 
third labour the external os was above the 2nd lumbar vertebra, and 
Cesarean section was necessary. 


Brésr’s Case. Although Brése had performed Olshausen’s 
operation of lateral direct fixation, the stump of the pedicle of an 
ovarian tumour became adherent to the abdominal wound. ‘The 
cervix remained so high that delivery by forceps or version was 
impossible, and Cesarean section had to be performed. 
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Goopwin’s Casz. The uterus was suspended by means of the 
ovarian ligament. Convalescence was delayed by an infection of 
the wound, with discharge of ligatures, which bound the uterus firmly 
to the abdominal wall by broad dense adhesions. The labour was 
very slow, and the cervix high up. [Eventually the cervix was 
dilated mechanically and the child, which presented by the breech, 
was delivered with great difficulty. 


2. Lateral Direct Fixation. 


GraDENwitz’s Cases. After ventral fixation by Olshausen’s 
method two labours had to be terminated by forceps, although the 


pelvis was roomy. There was severe pain in the scar during the 
uterine contractions. 


3. Median Direct Fixation. 
(a) Fixation by Posterior Surface. 


Inu’s Case. The cervix could not be reached from below, so 
Cesarean section was performed. 


(b) Fization by Fundus. 

Govsarorr’s CasE. The fundus had been fixed by three silk 
sutures to the lower angle of the wound. The uterus was held down 
by the scar, and the cervix was so high that it could only be felt 
under an anesthetic with the whole hand in the vagina. The posterior 


wall was so thin that Goubaroff dared not perform internal version, 
and considered Cesarean section safer. 


OpEsrecut’s Case. The fundus had been fixed by three silk- 
worm-gut sutures. The anterior aspect of the uterus at the level of 
the cornua was only a hand’s-breadth above the symphysis, while the 


posterior wall reached as high as the liver. Odebrecht performed 
Cesarean section. 


Potrovicz’s Case. Modified Czerny’s method, the fundus and 
whole anterior surface of the uterus being fixed. The cervix was 


high, and normal labour impossible. Cesarean section was per- 
formed. 


Biponr’s Cases. Fritsch’s method, the fundus being fixed 
(presumably with catgut sutures) to the parietal peritoneum and 
posterior fascia of the rectus. In three out of the six full-time 
labours Cesarean section was necessary. 


WecENER’s Case. The fundus had been stitched to the 
periosteum of the symphysis. The cervix was so high that the 
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whole hand had to be introduced into the vagina before it could be 
felt. The fetus lay transversely. It was delivered by cephalic 
version and forceps. 


Dirmoser’s Case. Leopold-Czerny method, the fundus being 
lightly scraped, and stitches passed through it and the whole abdominal 
wall. The external os was high up and pointing backwards. If the 
fetus had not been macerated Cesarean section would have been 
necessary. It was delivered by internal version. 


(c) Fixation by Anterior Surface. 


Gisert’s Casz. The patient had had 4 normal labours at full 
term, 1 at 8 months, and 2 abortions before the operation. The 
anterior surface of the uterus was fixed to the abdominal wall by 
2 silk sutures immediately below the insertion of the round ligaments, 
after removal of the appendages on the right side. The cavity of 
the uterus was greatly distorted, as is described above, a large spur 
sticking out from the left side. A living child was delivered with 
great difficulty by internal version. 


Maty’s Cases. The first patient had had 2 normal labours and 
2 abortions before the operation. The uterus was fixed by silkworm- 
gut sutures passing through the anterior wall just below the fundus 
and the whole thickness of the abdominal wall. The first labour 
after the operation was protracted, and terminated by forceps. In 
the second labour the cervix was high up, and internal version was 
performed. 


Maly’s second patient had had 5 normal labours before the opera- 
tion. The uterus was fixed as in the former patient, but this case 
was complicated by exudation from the stump of the appendages. 
In her next 4 labours the cervix was above the sacral promontory, 
and internal version was necessary in all 4. 


Wenrper’s Case. The fixation in this case was done on account 
of prolapse. The patient had had 7 children, the last 10 years before 
the operation. The uterus was fixed by 3 buried silkworm-gut 
sutures, which passed through just below the insertion of the tubes 
and through the muscle and fascia of the abdominal wall. Werder 
does not say whether the sutures also passed through the peritoneum 
or not. The cervix was too high to be reached without an anesthetic. 
The anterior wall formed a thick hard mass. Tonic contraction 
occurred. While preparations were being made for Cesarean section 
the foetus was born spontaneously, breech first, dead. 





Russell Andrews: Ventral Fixation 


Table showing the Results in different methods. 


Normal 


CASES Pain during i Difficult Labour 


Pregnancy 


Abortion 


Indirect fixation ... soo EE — 


6 2 Cvesarean sections, 
2 versions, 1 followed by 
st-partum hemorrhage. 
1 difficult breech. 


Lateral direct fixation ... 7 Noted in 3 forceps. 
3 


( Posterior wall ) Noted in 1 Cesarean section, 
(excluding 2 1 
Kelly’s cases) 


Median | Fundus... 47 Painful 33 5 Cesarean sections. 1 per- 

direct 13 and 2 foration of aftercoming 

fixation Painless premature head. 1 difficult version. 
by 34 2 forceps. 


Anterior wall... 14 Painful 2 6 versions, 1 forceps. 
Painless 





\ 


Uterus fixed to perito- 29 1 29 and1_ 1 forceps, rigid perineum. 
neum only, or to perito- painless premature 2 retained placenti. 
neum and subperitoneal 4 painful at 
tissue... bee .. 34 1 nonote 7 months 

The conclusion which is forced upon one from the foregoing 
table is that the method of performing ventral fixation which causes 
least difficulty in labour is that in which the uterus is fixed to the 
peritoneum alone, or to the peritoneum and subperitoneal connective 
tissue. The chief theoretical objection to this method is that the 
fixation, or, as it is frequently called, “suspension,” will not be 
permanent. 

Bryant, however, reports that the uterus remained in good 
position in two cases after labour. In one of them it must be 
mentioned that the operation was performed for “bad anteversion.” 
Negri found the uterus still in good position after labour in 5 cases, 
and in none of the cases that I have collected is it stated that retro- 
version recurred after “suspension” of the uterus. von Guérard 
states that in 2 cases where he has had to re-open the abdomen after 
ventral suspension he has found filamentous adhesions between the 
uterus and the abdominal wall. 

Kelly writes: “In four cases where I have had occasion to open 
the abdomen at periods varying from one to three years after a 
suspensory operation the uterus was discovered each time lying in 
easy anteflexion with its posterior surface 3 to 5em. (1} to 2 in.) 
distant from the anterior abdominal wall, with which it was con- 
nected by a dense smooth fibrous band from a few mm. to 1} cm. in 
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length.” I have not found any case on record in which trouble 
arose from the presence of such a band, though theoretically it might 
occur. If the uterus is attached only to peritoneum or peritoneum 
and subperitoneal connective tissue, it does not seem to make any 
difference so far as difficulty in labour is concerned, whether the 
sutures pass through the posterior wall, fundus, or anterior wall. 


Fixation of the anterior wall appears from the foregoing table to 
be followed by less serious difficulties in labour than is fization of 
the fundus. 

Sinclair, who sutures the lower part of the anterior wall of the 
uterus to the peritoneum and fascia, says that he has seen a few 
abortions and malpresentations among his patients, but not more 
than might have been expected, quite apart from the operation. 

The dangers and difficulties in labour which may result from 
broad and dense adhesions between the uterus and abdominal wall 
are sufficiently clearly shown in the cases that I have analysed, and it 
is unnecessary to recapitulate them. 

Common-sense would lead us to expect that in cases where 
suppuration of the abdominal wound had occurred, or where the 
stump of an inflamed tube had been used for attaching the uterus, 
firm adhesions would be likely to result, as in the cases recorded by 
Goodwin, Brése, Pinzani, Maly, Schiitte, and Werder. 

In only 4 out of the 189 cases which I have collected is the 
ventral fixation said to have been performed on account of prolapse. 
In all the other cases, except one of “bad anteversion,” the operation 
was performed for retroflexion or retroversion. 

The following conclusions may fairly be drawn from the 
395 cases : — 

1. Ventral fixation may be the cause of great difficulties in labour. 

2. These difficulties are due to too rigid fixation of the uterus. 
Rigid fixation of the anterior wall is not followed by so much 
difficulty as is fixation of the fundus or posterior wall. 

3. The method of fixation involving least difficulty in labour is 
that in which the uterus is attached only to the parietal peritoneum 
or peritoneum and subperitoneal connective tissue. 

4. In women who may become pregnant after the operation it is 
not advisable to anchor the fundus or posterior wall of the uterus by 
firm adhesions such as would be useful in cases of prolapse in older 
women ; in other words, “suspension”’ should be performed in women 
who may subsequently become pregnant, “fixation” in older women. 
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REVIEW OF CURRENT LITERATURE, 


OBSTETRICS. 


Ulcer of the Stomach and Pregnancy. 
Le Puay. Annales de Gynécol. et d’Obstét., May, 1905. 


Unceration of the stomach in connection with pregnancy is of rare 
occurrence, though subacute gastritis and general dyspeptic troubles 
seem common enough. 

The author reports a case of ulcer of the stomach under his care 
in a young woman of 27. She was six months pregnant, and had 
suffered with severe vomiting for over three months. The stomach 
was dilated and tender, and the vomiting constant and profuse. 
Under rest and treatment she improved somewhat, but a fortnight 
after admission to the hospital she had a considerable hematemesis, 
which was followed by syncope. Several other attacks followed, 
alternating with melena. She rapidly became very weak and 
anemic, and aborted three weeks after admission. There was very 
little hemorrhage. In the week following the abortion, repeated 
attacks of hematemesis occurred, and the patient gradually sank 
and died. So intense was the bloodlessness that it resembled pro- 
gressive pernicious anemia. 

The exhibition of ergotinin, ice, serum and the usual therapeutic 
agents seemed to avail nothing. At the autopsy the viscera were 
much discoloured and there were evidences of tuberculous mischief 
in the apices of both lungs. 

The stomach was distended, atonic, and filled with old blood 
and undigested material. The larger curvature showed an ulcer 
extending almost to the pylorus. It measured 12cm.x9cm. There 
was no perforation. The borders of the ulcer were raised, and the 
base reached the serous coverings. The surface of the ulcer was 
necrotic, and in parts replaced by mere connective tissue which was 
the seat of embryonic cell infiltration. The cells of the gland 
tubules in the neighbourhood of the ulcer had undergone granular 
degeneration. The blood-vessels nearly everywhere showed marked 
sclerotic changes. The author lays stress on this point, as it 
possibly explains the pathology of the condition, since owing to the 
loss of nutrition following on this condition of vascular sclerosis, the 
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adjacent areas of the mucosa would undergo degeneration and offer 
but feeble resistance, if any, to the action of the acids of the gastric 
secretion. He opines that pregnancy would similarly aggravate the 
local condition observed. 


C. Huspert Roserts. 


On the Relations of Vessels in Tubal Pregnancy : 
Autothrombosis. 


FELLNER (OTFRIED O.). Archiv fiir Gynakol. Bd. lxxiv., H. 3, S. 481. 


THE author has studied the character and relationship of the blood- 
vessels in connection with the site of implantation of the ovum in 
gravid tubes. His work comprises serial sections of three gravid 
tubes along their entire length. The gestation period of each case 
was calculated to be between the second and third weeks and each 
gestation sac had ruptured; several thousand sections were made. 
Fellner has confirmed the observation frequently made before, that 
at even a great distance from the point of embedding, i.e., away 
from the neighbourhood of intervillous spaces, the vessels contain 
large collections of cells, but he claims to have proved that these 
masses of cells lie, not as is commonly believed by Veit and others, 
in the veins, but in the arteries. Drawings accompany the original 
article, which show that the arterial vessels in approaching the 
intervillous spaces, become filled with two kinds of cells—spindle- 
shaped and round. The author explains the existence of these 
cells by autothrombosis; he says these cell-masses are not of 
ectodermal origin, but arise from a connective tissue source; in fact, 
they develop in situ from the sub-endothelial tissue in the vessel 
walls. In other words, these cell-aggregations are not Langhans’s 
cells deported to a distance from the site of implantation, but are of 
the nature of decidual cells. Fellner thinks that very probably the 
deportation of Langhans’s cells into the veins, as described by Veit, 
Kiihne, and others, is in reality a decidual reaction in the arteries, 
which in the vicinity of the gestation site are very difficult to 
recognise as arteries. Probably this process of autothrombosis 
accounts for the death of the embryo in cases where the inter- 
villous spaces develop in proximity to certain arterial trunks. The 
deportation of cells described by Poten in myomatous uteri may turn 
out to be arterial autothrombosis in the sense implied by Otfried 
Fellner. When autothrombosis is widespread it must of necessity 
impair the nutrition of the chorionic villi and imperil the existence 
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of the ovum. Possibly this may account for the frequency of 
abortion in cases of pregnancy in myomatous uteri. It remains to 
be proved whether in vesicular mole the veins are blocked with 
deported cells, or whether here again it is a question of auto- 
thrombosis of arteries, and also whether the chorionic degeneration 
is secondary to the defective circulation thus occasioned. Following 
up this line of reasoning, the author finally asks whether chorio-. 
epithelioma is not after all a true deciduoma, as Singer viewed it, 
having as its causation an initial autothrombosis, and not arising 
from deportation of malignant ectodermal cells. 


CuTHBERT LOCKYER. 


Pseudo-Achondroplasia: Gigli’s Operation. 
Porak. Bulletin de la Soc. d’Obstét. de Paris, May 18th, 1905. 


THE woman who was the subject of operation was a primipara 
aged 24, with considerable deformity of the limbs, suggesting at first 
sight the diagnosis of achondroplasia. Porak shows however by 
careful measurements that this diagnosis would not be correct. For 
example, the radio-humeral index was 77 at most, a little more than 
that of the normal European (72), but less than in achondroplasia, 
which varies between 80 and 98. The head moreover was normally 
developed, with no parietal bosses, and no imperfection of the base 
of the skull. 

On vaginal examination the promontory of the sacrum was easily 
reached, as also the lateral boundaries of the pelvis. The diagonal 
conjugate could not be measured, because when admitted to hospital 
the head of the child was driven into the brim and there was a 
voluminous caput filling the pelvis. The pelvis was probably 
diminished in all its measurements, but not to the degree observed 
in achondroplasia. Porak thinks the resemblance sufficiently close 
however to label the case as one of pseudo-achondroplasia, and he 
suggests that the deformity owed its origin to intra-uterine rickets. 

As mentioned above, the woman when first seen was in the second 
stage of labour, with obstruction at the brim of the pelvis. With 
some difficulty a brow presentation was made out, and it was decided 
to perform Gigli’s operation. It was rendered difficult by the obesity 
of the woman. The division was made obliquely on the left side of 
the pelvis, from above downwards, starting at the left pubic spine. 
Delivery was effected by the forceps, and the child, which was not 
breathing when born, quickly responded to treatment. 
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On examining the woman a lateral vaginal tear was found, 7 to 
8 centimetres in length. Its length was diminished by suture, and 
the field of operation was then drained per vaginam, the cutaneous 
wound being sewn up. 

Porak points out what a serious complication is this tear of the 
vagina, communicating with the area of operation. It is particualrly 
to be feared in primipare. He asks whether pubiotomy exposes the 
patient to greater risks in this respect than symphysiotomy, and gives 
his own opinion in the affirmative, entering into a somewhat elaborate 
theoretical explanation, too long to transcribe, and impossible to 
abstract. The tear did not lead to the grave consequences expected. 
There was hardly any fever, and though there was considerable 
edema and some gaseous crepitation in the area of operation, it soon 
subsided, allowing the patient to be up in four weeks, and out of the 
hospital three weeks later. The bone, however, did not unite, no 
callus being formed. Seen three months after her confinement 
there was no callus, and the bones though close together were 
movable the one upon the other. But the woman suffered no incon- 
venience, making no complaint of fatigue, and walking as easily as 
formerly. When in symphysiotomy primary union is not obtained, 
and when a wound of the vagina communicates with the area of 
operation, disaster commonly follows. Porak thinks that this case, 
together with the case recorded by Bar, gives ground for hoping that 
this complication is less grave in pubiotomy. He concludes by 
repeating his opinion that a vaginal tear communicating with the area 
of operation is more common in pubiotomy than in symphysiotomy, 
and that it must be taken into grave account in considering the 
prognosis, especially in primipare. The question to be considered is, 
in what degree, and in which forms, of pelvic deformity should the 
preference be given either to the induction of premature labour, or to 
Cesarean section. 


R. Hamittron BEL. 


On Ventroscopy in Rupture of the Uterus. 


Suiwinskr. Jonats. fiir Geburts. und Gynikol. (Russian Obstet. 
and Gyn. Society). Bd. xxi. Ht. 6. 


Tre term ventroscopy is employed by v. Ott for his method of 
illuminating the bladder, rectum, pelvic cavity and uterine cavity 
for the purposes of operation, and the author made use of this 
method as an aid in the diagnosis of three cases of ruptured uterus. 
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The first was that of a woman, 34 years old, who had had five 
children, and who sustained a rupture of the uterus 15 minutes after 
rupture of the membranes. Labour was completed by version and 
extraction. By illuminating the interior of the uterus a laceration 
in the anterior uterine wall above the bladder was found. The walls 
were much bruised, and there was much blood effusion, but scarcely 
any bleeding going on. As a result of the examination it was 
proposed to attempt to preserve the uterus by sewing up the rent 
through an abdominal incision. This, however, was found to be 
impossible, and so supra-vaginal amputation was performed, and the 
patient made an uninterrupted recovery. 

The second case was a transverse presentation, in which rupture 
occurred during version. The extent of the laceration and its exact 
position, and also the fact that there had been much bleeding into 
the pelvic cavity, were all disclosed after illuminating the interior. 
On account of the risk of infection (the patient having been in 
labour six days) the uterus was at once removed per vaginam. 

In the third case the rupture occurred during the second stage, 
the extent and position of the laceration were easily made out by 
illumination, and for several reasons the uterus was removed per 
vaginam. This was not so easy as in the second case, owing to con- 
traction of the pelvis and the presence of one or two small fibroids in 
the uterine wall. Recovery took place. The method of illumination 
has already been described in this JourNAL,* but the main principles 
may be repeated here. The light used is supplied by a forehead 
electric lamp, the patient is placed in the exaggerated Trendelenburg 
position, with the legs in the lithotomy position, and special specula 
made in the form of retractors are used to open out the vagina and 
cervix. These have long handles so as not to interfere in any way 
with a clear view. If at the same time instruments with very long 
handles are used, much more of the pelvic organs become accessible 
through the vagina than is generally supposed to be possible. v. Ott 
suggested, in a discussion on these cases, that it might be possible 
to suture a laceration of the uterus from the inside by the help of 
this illumination of the interior, but it has not yet been done. 

——_—— Tuos. G. STEVENS. 
On Excessive Size of the Newly-born Child. 

Jacosy. Archiv fiir Gyndkol. Bd. Ixxiv. H. 3. 8. 6556. 
From statistics compiled by Jacoby from the Lying-in Hospital at 
Mannheim, and by Fuchs from the Kiel Clinic, these authors disagree 
with the statement of v. Winckel that a moderate degree of gigantism 

* Vol. v, p. 196. 
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is extremely rare. The author, in reviewing 6,976 labours, finds that 
in 409 cases, 2.e., 8°'7 per cent., the foetuses weighed 4,000 gr. or more. 
and their length varied from 48—50cm. With regard to the sex 
of large children he found that boys preponderated—a point before 
noted by v. Winckel. The cause for overweight concerns the age of 
the mother and the number of previous labours. Twenty per cent. of 
the cases occurred in primipare, 10 per cent. in women who had had 
more than one child, and 9°5 per cent. in women who had borne 
several children. The gestation period is often abnormally prolonged. 
In the author’s series there were 20 cases, 7.e., 9°4 per cent., in which 
the pregnancy lasted over 302 days, counting from the first day of 
the last menstrual period. As regards delivery, the prognosis is 
favourable for the mother; unfavourable for the child. 


CuTHBERT LOCKYER. 


Obstetric Injuries of the Cornea. 
Tuomson and Bucnanan. The Ophthalmoscope, June, 1905. 


In the Transactions of the Ophthalmological Society for 1902, 
Dr. Thomson recorded three cases of corneal injury during delivery, 
and, in 1903, in the same Transactions, he and Dr. Buchanan 
published a more elaborate conjoint paper, on this, and other eye 
injuries, caused during delivery. In the first two communications 
notes were given of six cases, and, in the present paper, they give 
notes of nine others. These three papers excepted, very little has 
been written on the subject of corneal lesions caused during delivery. 
The condition seems to have been overlooked by obstetricians until 
attention was drawn to it, in the Glasgow Maternity Hospital, about 
four years ago. Ophthalmic surgeons had previously considered the 
condition a congenital one. 

In most of the cases described, the labours were very difficult 
ones, on account of contraction of the pelvis, which is so common in 
Glasgow, but in one the pelvis was of normal size, and delivery was 
effected by natural efforts. It was a face presentation, with prolapse 
of one of the arms. The lesion, therefore, may arise, independently 
of artificial delivery. 

The authors state that “the condition described clinically by 
Thomson in 1902 under the name of “Traumatic Keratitis of the 
New-Born,” is of twofold origin, and has a twofold prognosis. This 
has been amply confirmed by pathological examination, and by 
continued clinical experience. Corneal traumatism is a rare com- 
plication of assisted labour, even when only really difficult deliveries 
are considered. It results from pressure, during a prolonged second 
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stage, which pressure is due either to some form of obstruction in 
the maternal passages, to compression by forceps, or to both factors 
combined.” 

In the 1903 paper, the authors described three varieties of corneal 
changes— 

(a) “A diffuse opacity, which is temporary.” 

(b) “A diffuse opacity, intermediate in position, which is 
permanent.” 

(c) “An opacity which takes a linear form, and is permanent.” 

In the present paper they describe only two forms, as on further 
observation they have found that the (b) form has proved to be 
temporary. Their present classification is: (1) “A diffuse opacity, 
which is temporary”; (2) “A permanent opacity, which takes a 
linear form and passes vertically, obliquely, or horizontally, across 
the whole of the cornea, in a straight or curved manner, or con- 
centrically with the limbus. In most cases there is more than one 
linear opacity.” 

The first form is due to edema, and may occur alone, or in 
conjunction with the second. The second is due to rupture of the 
posterior lamina of the cornea and the subsequent formation of 
fibrous tissue. The general opacity from cdema usually masks the 
linear opacities for some days, or even weeks, after birth. 

The authors are, so far, unable to determine the precise 
mechanism whereby corneal rupture is brought about. Pressure is 
undoubtedly the cause, but the exact line of the pressure has not 
yet been determined. There was great uniformity in the clinical 
course of their cases. In nearly every instance the progress of the 
corneal change was almost identical, viz.: (1) “General haze, with 
indication of striping’; (2) “increase of the general opacity, some- 
times to an absolutely impenetrable degree, and often obscuring the 
striping”; (3) “gradual diminution of the former, which is due to 
edema, and increased visibility of the latter, which is due to scar 
tissue.” 

Besides the ophthalmic account, the authors have added, in each 
case, the obstetric history, as supplied to them by the obstetricians. 
The paper is illustrated by two drawings, and also by a chart, which 
shows the directions taken by the bands of opacity. The com- 
munication is one of great interest to obstetricians, as well as to 
ophthalmic surgeons. To the latter it is of especial importance, 
with regard to the permanent effect this lesion may have upon 
vision. 


RoBertT JARDINE. 
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GYN ACOLOGY. 


Sarcoma of the Uterus. 
Prevanp (G.). Rev. de Gynécol. et de Chirur, Abd.,May-June, 1905. 


Sarcoma of the uterus is known to be a comparatively rare affection. 
The author of this paper has however collected 416 cases from the 
literature. With regard to its relative frequency the figures vary; 
Krukenberg found 19 cases among nearly 25,000 women who came to 
the Gynecological Clinique at Berlin from 1885 to 1891; Von 
Franqué, at Wiirtzburg, found 16 cases among 3,366 patients. The 
comparative figures of carcinoma and sarcoma of the uterus vary in 
the same way, from Gurlt’s 1,571 cancers and only 2 sarcomas to 
Poschmann’s 16 sarcomas for 387 cancers. 

The cause of uterine sarcoma is unknown. Certain factors have 
been invoked as predisposing : heredity, the existence of other uterine 
tumours, traumatisms and inflammations, sterility, and age. Piquand 
maintains that the influence of the first four of these is doubtful 
and unproven, but with regard to age he gives some interesting and 
important figures, based on 412 cases. 


Under 5 years... ... ... ... 0. « 12 cases. 

Between 5and10 ... ... 2. 1. we) 4 
ee 
eee 46h a a ee oe SE 
DPOEee «wee CR ee SS 
ra re 
30 and 35 
35 and 40 
40 and 45 
45 and 50 
50 and 55 
55 and 60 
60 and 65 

» 65 and 70 
Above 70 ... 


The form that occurs in infancy is peculiar and distinct. Apart 
from this, the feature of the table is the steady rise from 25 to 50, 
followed by a steady decline, the lustrum of greatest frequency being 
that of the menopause, between 45 and 50.  Piquand also calls 


attention to the slight rise between 15 and 20, i.e., at puberty. 
10 
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Passing from the general etiology of sarcoma of the uterus, the 
author proceeds to a long and careful examination of the pathological 
anatomy of sarcoma of the body, which, he states, is five times as 
common as sarcoma of the cervix. The subject is considered under 
two headings: (1) sarcoma of the parenchyma; (2) sarcoma of the 
mucous membrane. The article includes nine personal observations, 
and covers sixty pages. It will obviously be impossible in a short 
abstract to mention more than a few points, and the reader must be 
referred to the article itself for full details. 


Sarcoma of the parenchyma is slightly more frequent than 
sarcoma of the mucous membrane; 174 to 151 are the figures given. 
In the parenchyma the new growth is nearly always circumscribed, the 
diffuse form being very rare (10 cases out of 174). In the mucous 
membrane, on the other hand, the new growth is often of the diffuse 
variety (54 out of 151). 


As regards the cellular elements, the following percentages are 
given for the parenchymatous new growths:—Spindle-celled, 
41 per cent.; round-celled, 26 per cent.; mixed-celled, 33 per cent. 
The pure round-celled growths are more common in the sarcoma of 
the mucous membrane. Giant-cells are not common, but cases in 
which they have occurred are referred to in both varieties. 


Piquand himself believes in the frequent degeneration of fibro- 
myomatous tumours. His words are: “ Resulting often from the 
degeneration of a fibro-myoma, sarcomas of the parenchyma present 
great resemblances to these tumours.” As in the case of 
fibro-myomata, the new growths are themselves subject to varied 
degenerations: hyaline, cdematous, myxomatous, cystic, ete. 
Cartilaginous tissue, which is relatively frequent in sarcoma of the 
cervix, has been found twice only in sarcoma of the parenchyma. 
Striated muscular fibres have been seen in seven cases. 

The cellular tissue around the uterus is frequently invaded, the 
peritoneum less often. Invasion of the bladder has been recorded 
five times, of the intestine eleven times. The ovary is involved in a 
considerable number of cases, the vagina occasionally, and the 
Fallopian tube very rarely (two instances only are given). 


Metastasis is more common in sarcoma of the parenchyma than 
of the mucous membrane, the growth in the latter case being for a 
long period confined to the uterus. In both varieties the lungs are 
the most frequent seat of metastatic growth. 

The circumscribed form of sarcoma of the mucous membrane has 
been recorded in association with inversion of the uterus in six cases; 
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two cases of inversion have occurred with sarcoma of the parenchyma; 
and one case in association with the grape-like sarcoma of the cervix. 


Hematometra (8 cases) and pyometra (3 cases) have been recorded 
in cases of the diffuse form of sarcoma of the mucous membrane. 
Angeio-sarcoma, lympho-sarcoma, and melanotic sarcoma have all 
been seen and described in connection with sarcoma of the uterus. 

R. Hamirton BE tt. 


Uterine Metastasis in Cancer of the Stomach. 
CouveLarrE. Annales de Gynécol. et d’Obstét. May, 1905. 


THE case reported is one of interest, as the uterus is not commonly 
the seat of a metastasis in cancer of other organs; further, the case 
occurred in a pregnant woman, and during labour the growth led to 
obstruction for which Cesarean section had to be performed. 
Unfortunately the child was dead when the uterus was opened. A 
large mass of growth occupied the lower uterine segment, involving 
the cervix and vagina. The patient died cachectic two months after 
the operation. 

The patient was a primipara, et. 31, and when 2} months 
pregnant was seized with very severe vomiting. Not much attention 
was paid to this, but as the vomiting continued and her general 
health failed rapidly, she was sent to Pinard at the Clinique 
Baudelocque. A hard tumour was found in the epigastric region, 
and the diagnosis made of malignant disease of the stomach. Under 
treatment she improved somewhat, but during the seventh and eighth 
months diarrhea set in, and slight ascites was found on abdominal 
examination. (dema of the limbs and abdominal wall was also 
noted, with rapidly increasing cachexia. On vaginal examination 
301 days after the cessation of menstruation, Pinard found 
induration of the vaginal culs-de-sac, cervix and lower uterine 
segment. Examination a month previously had detected nothing 
amiss. The growth was of cartilaginous hardness, with a raised 
bossed surface, but there was no ulceration. Cesarean section offered 
the only possibility of delivery, and this was performed next day. The 
fundus uteri was amputated, and the stump treated externally. The 
patient never did well, and died 51 days after the operation. Post- 
mortem, general adhesive peritonitis was found, with malignant 
growths in the stomach, large intestine uterus and vagina. ‘The 
stomach was much contracted and generally infiltrated with cancer 
and adherent to all neighbouring organs. There was no ulceration 
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of the mucosa. Malignant growths existed in three places in the 
large intestine, at the angle of the ascending and transverse colon, 
and in two places in the descending colon. The mucosa of the 
vagina and cervix was not ulcerated, but the whole roof of the vagina 
and cervical stump were involved in a mass of cancerous growth. The 
other abdominal viscera were healthy. Histological examination 
proved the primary growth in the stomach to be diffuse epithelioma 
consisting of large polymorphous cells, many of which had under- 
gone colloid degeneration. The connective tissue of the submucous 
layers was densely infiltrated by epitheliomatous cells many of 
which were vesicular. The muscular layers were also infiltrated. 
The new growths in the colon were identical, but the colloid 
degeneration was more discrete. In the vagina and cervix the 
growth was very similar: an infinite number of epithelial columns 
invaded the cervical and vaginal tissues. The growth was a tubular 
epithelioma with extensive areas of mucoid degeneration. Some of 
the columns of cells had actually invaded the lymphatic spaces. 
Colloid degeneration similar to that noted in the primary gastric 
growth was very evident. The connective tissue also presented diffuse 
epitheliomatous infiltration. 


C. Hunert Roserts. 


Spontaneous Resection of the Tube. 
Guiccrarpt. La Ginecologia, February 28th, 1905. 


Tue author briefly reviews the recorded cases of torsion of the 
Fallopian tube, including a few of spontaneous amputation. 


Among 1,041 laparotomies performed in Pestalozza’s clinic in 
Florence since 1894 there were five cases of torsion of the tube and 
two cases of spontaneous amputation. Guicciardi gives an account 


of these two cases, and also of another which has come under his 
notice. 


1. Subtotal hysterectomy was performed on account of multiple 
fibroids. The right appendages were normal, but on the left side 
the isthmus of the tube, which was itself of normal appearance, 
ended in a rounded stump in which there was no trace of an orifice. 
The left ovary was normal. The uterine end of the tube was so well 
formed that, in spite of the fact that no trace could be found of the 
ampullary portion or fimbriated extremity, Guicciardi considers that 
it must have been a case of spontaneous amputation. 
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2. In the second case amputation of the tube followed torsion of 
the pedicle of an ovarian fibroma. The tumour was found to be 


completely isolated from its pedicle, the isthmus forming a sort of 
stump. 


3. In the third case a multipara of 49 complained of a sense of 
weight in the external genital organs. A small cystic tumour, the 
size of a mandarin orange, not freely movable, could be felt behind 
the uterus. On opening the abdomen this swelling was found to be 
a sactosalpinx, affecting only the ampullary portion of the tube, 
which had become inverted, and together with the ovary, spontaneously 
amputated from the uterus, and adherent to the anterior layer of the 
broad ligament. It contained a dense grayish caseous material, 
which could not be proved to be tuberculous. 


The author divides these and similar cases into the following 
groups :— 

1. Cases of true amputation of the tube with distension of the 
ampullary portion. 

2. Cases of resection, with or without torsion, in which the tube 
undergoes gradual and uniform distension, with formation of a 
hydrosalpinx or hematosalpinx not due to pregnancy, or forms part 
of the pedicle of an ovarian or parovarian tumour and becomes more 
and more elongated as the tumour increases in size. 


3. Cases of torsion of the tube on its long axis, with more or less 
constriction of the tumour, but without solution of continuity. 

4. Resection of the tube with evident torsion on its long axis, 
without distension. Only one case of this sort is on record. 

The cause of the amputation may be— 

1. Progressive elongation of the tube by pressure of an ovarian 


or parovarian tumour, the two ends remaining fixed. In this case 
the resection may take place in the middle of the tube. 


2. Torsion of the pedicle of an ovarian tumour, the tube being 
resected at the point of most acute strangulation. 


3. Torsion of a dilated tube, the resection taking place close to 
the uterus. 


4. Kinking of a tube, the ampullary part of which alone is dis- 
tended by pregnancy or sacto.salpingitis, the resection taking place 
at the junction of the ampullary portion with the isthmus. 


Henry RussELL ANDREWS. 
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Calcareous Deposits in the Fimbriz of the Tubes. 
Waener. Archiv fiir Gyndkol. Bd. lxxiv., H. 3, S. 646. 


THE patient was a woman aged 33 years, who died of heart disease. 
The following condition of the tubes was found at the autopsy : — 

The fimbrie of the tubes was of a dark-red colour, and covered 
with numerous yellowish-white rough specks and scales. Micro- 
scopically these bodies proved to be composed of lamine of chalk in 
the tubal fringes. The drawing shows them lying for the most 
part within the stroma of the fimbrie close to their extremities, 
to which they give a club-like shape. The stroma is vacuolated 
throughout. The blood-vessels are dilated and filled with blood, but 
their walls are but little altered. Only a few vessels show calcerous 
changes on their thickened interior. None of the chalky scales 
were present in the cedematous spaces of the stroma. The author 
explains the condition as due to circulatory disturbances consequent 
upon the venous hyperemia caused by the heart failure. He 
mentions a similar case already described by Schmitt. 


CuTHBERT LOCKYER. 


Colpotomy as a means of Operating upon Intraligamentous Cysts. 


SranosENSKI. Monats. fiir Geburts. und. Gyndkol. (Russian Obstet. 
and Gyn. Society). Bd. xxi. Ht. 6. 


TWENTY-SEVEN cases from v. Ott’s Clinik supplied the material for 
this paper, and the following conclusions were arrived at by the 
author : — 

1. In many cases removal of the intra-ligamentary cysts is as 
easy by the vaginal as by the abdominal route, especially those in 
which the cyst dips very deeply into the pelvis. 


2. Pedunculated cysts are the easiest to remove by this means, 
and these, without exception, should be removed by the vagina. 
Only the presence of broad and strong adhesions would make a 
laparotomy necessary. 


3. Cysts which have developed in the outer half of the broad 
ligament may be removed by an incision through the peritoneum, or 
through the connective tissue at the base of the broad ligament. The 
latter method is more complicated. 

4. Cysts which have developed subperitoneally under Douglas’s 
pouch may be removed by an incision through the connective tissue 
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above the posterior fornix, without opening the peritoneum. Their 
removal is very easy. 

5. Cysts developing near the uterus may be removed in the 
same way, or by an incision in the peritoneum at the back of the 
broad ligament. 

6. Retro-peritoneal cysts may be removed by colpotomy by 
incising the peritoneum over them. 

7. Cysts which can only be partly removed are as rationally 
treated through the vagina as through the abdomen, and the risk is 
no greater to the patient. 


8. The technique of all these operations, when use is made of 
powerful illumination, long-handled instruments, etc., is not more 
difficult, but often more easy than by laparotomy. 

—ee THos. G. STEVENS. 


Two Cases of Chorionepithelioma of the Vagina. 


Burpzinski. Monats. fiir Geburts. und Gynakol. (Russian Obstet. 
and Gyn. Society). Bd. xxi. Ht. 6. 


THE first case was one of primary chorionepithelioma of the vagina 
and hydatidiform mole, an unusual case, as only nine others;have been 
recorded. The patient, 27 years old, had been bleeding for five days 
at the 5th month of her first pregnancy. On examination the uterus 
reached up to the umbilicus, the cervix was normal and closed, 
and bleeding was occurring from a vaginal tumour the size of a 
plum. The tumour lay in the anterior vaginal wall under the 
urethra. The diagnosis of chorionepithelioma was made, and the 
tumour at once removed. Four days later a vesicular mole was 
passed weighing 900 grammes. Six weeks later menstruation was 
re-established, lasted four days, but bleeding occurred again 16 days 
later, and persisted. On this account a preliminary curettage was 
advised for fear of a chorionepitheliomatous growth in the 
uterus. The author suggested that mere curettage in these cases 
did not provide an easy means of diagnosing early stage of chorion- 
epithelioma, and intimated that he intended removing this uterus on 
account of the hemorrhage. ‘The vaginal growth was a typical 
chorionepithelioma. 


The second case was a secondary vaginal growth following on a 
chorionepithelioma of the uterus. The patient was 43, and had had 
10 children. She complained of hemorrhage after a probable 
abortion. On examination a growth of the size of a hazel-nut was 
found in the vaginal wall near the urethral orifice, and the uterus 
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was found to be about the size of a two months’ pregnancy, and was 
full of blood-clots. The tumour was removed and the uterus at 
once thoroughly curetted. The vaginal growth was microscopically 
a chorionepithelioma, whilst the material removed from the uterus 
consisted of blood-clot, with remnants of a broken down chorion- 
epithelioma. In this case also the author suggested removal of the 
uterus. 

These two cases raise an important clinical point as to treat- 
ment. It is well known that some cases of this kind recover after 
even a simple curettage, but the microscope will at present not afford 
any evidence which will justify us in leaving these cases without 
further operation. The only safe plan appears to be, to completely 


remove the uterus in all such cases where permission can be obtained 
to do so. 


Tuos. G. STEVENS. 


Direct Cystoscopy in Women. 


Luys. Annales de Gynécol. et d’Obstét. May, 1905. 
Mucu advance has been made of late in the examination of the 
female bladder, and the author, after discussing the various methods 
of cystoscopy, direct and indirect, decides in favour of the 
former and describes in detail the instrument he advises and the 
methods of using it. He claims that the simple endoscopic tube has 
many advantages over reflecting or refracting cystoscopes for the 
following reasons:—In the first place the vision is direct and the 
various regions examined are seen in their normal and natural 
situation and under natural conditions. The necessity of filling 
the bladder with water is done away with, distension probably 
considerably altering the condition of the bladder walls. When 
the patient is placed in the Trendelenburg position and the 
bladder inspected directly through the urethra, the bladder not 
being distended, the colour of the mucosa is unaltered. Direct 
vision also allows of the examination of inflamed vessels or areas 
which, if the bladder be distended with fluid under pressure, 
would become compressed, or rendered anemic, and so might 
escape observation. Again, in cystitis it may be impossible to 
distend the bladder with fluid to any extent, or at least not to that 
necessary for the use of the prism cystoscope. In cases of hematuria 
or pyuria it may even after repeated washings, be impossible to see 
anything with the cystoscope, but with direct vision these difficulties 
are not apparent, or not to the same extent. 

The direct vision method also allows of the direct application of 
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various medicaments to the surface of the mucosa if necessary, and 
direct local application is a much better means of treatment than that 
the mere injection of solutions into the bladder. The same argument 
applies to the use of the actual cautery when necessary. Direct 
vision is lastly of the very greatest service in connection with 
ureteral catheterisation, which can be done with certainty and 
security, for it allows of the use of the catheter without risk of the 
introduction of germs from an already infected bladder. 
C. Husert Roserts. 


Preventive Injections of Serum in Operative Gynzcology. 


Fréprrice. Bulletin de la Soc. Belge d’Obstét. et de Gyn. 
Tome xv., No. 1. 


THE writer describes a series of experiments, carried on by him, in 
the Ghent Civil Hospital during the summers of 1903 and 1904. In 
the first series of 26 laparotomies, he gave the patients a preventive 
injection of Pasteur’s anti-streptococcic serum on the eve of the 
operation. In 23 cases there was no rise of temperature (37°5°C. 
was the highest recorded). In three cases there was an evening 
rise to a maximum of 39°C. in one patient on the next day but one 
after the operation. 

In his second set of experiments, which embraced 30 laparotomies, 
Dr. Frédéricq gave the injection immediately after the operation. 
The result was even more satisfactory. In the only two cases in 
which there was any rise of temperature, fever had been present 
before the operation, and the temperature rapidly sank to normal. 
In 56 laparotomies there was not a single death, and in 51 cases no 
rise of temperature. Many of the cases were accompanied by com- 
plications, such as gangrene of the cyst, firm and widespread 
intestinal adhesions, intra-ligamentary situation of tumour, etc. 

In no instance did the injections give rise to any inconvenience. 
Considering these facts, Dr. Frédéricq advices the use of serum 
after every difficult and complicated laparotomy, before the patient 
leaves the operating table. 

Ropert JARDINE. 


Post-Operative Temperature in Anzmic Patients. 


Hewroray (J.). Bulletin de la Soc. Belge d’Obstét. et de Gyn. 
Tome xv., No. 1. 


THE author reports a case in support of his theory that high 
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temperatures may follow operation in anemic patients as a result 
of their anemic state, independent of any local or general reaction. 

In this case, that of a married woman suffering from a ruptured 
ectopic pregnancy, no bad symptoms appeared. The wound healed 
by first intention, without the slightest indication of pus. Both scar 
and peritoneum were in a healthy state. Nevertheless, during the 
first seven days after the operation, there was a thermal curve of 
from 36°4C. to 37°SC., falling to 36°8C. After this it became normal. 
The patient was extremely anemic at the time of operation, and the 
return to the normal thermal curve took place precisely as her 
general health improved. 

Dr. Henrotay inclines to believe that substances which prove 
harmless to a person whose blood is in a normal state may poison the 
circulation in cases where the usual antitoxic elements are deficient. 


Rosert JARDINE. 


Some Fundamental Problems in Obstetrics and Gynzcology. 
Wesster (J. C.). American Medicine, December 10th, 1904. 


Tue writer discusses the following subjects :— 


1. The determination of sex, and admits that this problem still 
remains to be solved. 


2. The structure of the ovary, including the structure and life 
history of the Graafian follicle and the corpus luteum, and the 
significance of small localised areas of decidua-like cells sometimes 
found in the ovary in cases of uterine pregnancy. 

3. The functions of the ovary, with reference to an internal 
secretion and its effects on general metabolic processes. Frankel’s 
theory of the functions of the corpus luteum is stated to be worthy 
of the highest consideration, although it is not yet fully established. 

4. The antagonism between the maternal organism and the 
ovum. Under this heading are discussed the toxeemias of pregnancy, 
syncytiolysis, and the production of chorionepithelioma. 

5. The functions of the placenta, with especial reference to the 
storage of glycogen and its action as a protective barrier against the 
invasion of the foetus by various poisons. 

Frank E. Taytor. 
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REPORTS OF SOCIETIES. 


OBSTETRICAL SOCIETY OF LONDON. 


Meeting held Wednesday, July 5th, 1905, W. R. Dakin, M.D., F.R.C.P., 
President, in the Chair. 


ENpDOTHELIOMA OF UTERUS. 


Mrs. Scuaruizs, M.D., M.S., described the case of a woman, 50 years of 
age, who for 11 years had noticed an abdominal tumour associated with 
hemorrhage and bladder symptoms, which was thought to be a fibroid. It 
grew rapidly, and at the time of operation reached 24 inches above the 
umbilicus. It was removed, together with the uterus and appendages. 
The patient made an uneventful recovery, and remains perfectly well now, 
more than 24 years later. The tumour weighed 44 0zs. The uterine cavity 
was enlarged, and measured 34 inches in length, the mass bulging into 
it from the upper part. The mass rose up from the fundus in the form 
of a cyst the size of a six months pregnancy. The cyst contained 
spontaneously coagulating, slightly yellow fluid. The wall of the main 
cyst contained other cysts, varying in size from a cherry to a hen’s egg. 
They were filled with clear fluid; their walls were perfectly smooth and 
lined by a definite membrane, visible to the naked eye, which was 
covered with a single layer of flat angular cells resembling endothelium. 
In certain places, however, especially in a definite area in the largest cyst, 
small masses of new growth projected into the cavity. It was thought 
that the tumour was probably a lymphangioma with small nodules of 
endotheliomatous new growth in the walls. 


Mauicnant EmMpryoMa or THE Ovary. 


Mr. Targetr and Mr. Hicxss gave an account of two cases of malignant 
embryoma of the ovary, including references to the recent literature of 
the subject. It was remarked that such growths were usually included in 
the group of teratomata, but on account of their close relationship to the 
dermoid tumours of the ovary, the authors preferred the title of malignant 
embryoma. They offered the following conclusions :—1. Malignant embryo- 
mata of the ovary are rare. They usually occur in young adults, but may 
be met with in childhood. 2. The tumours may attain a large size; they 
are usually pedunculated and devoid of adhesions unless the pedicle has 
become twisted. 3. Secondary growths are frequently restricted to 
infection of the peritoneum. They may present the same composite 
structure as the primary growth, or be wholly composed of sarcomatous 
elements. 4. Pain and ascites are constant symptoms ; ascites may develop 
early, even before actual infection of the peritoneum. In several instances 

*Vide p. 84. 
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a diagnosis of twisted ovarian cyst has been made. 5. Ovarian tumours 


exhibiting an irregular disposition of embryotic elements are very liable 
to be malignant. 


Extra-UTERINE GESTATION. 


Dr. Boxat showed an extra-uterine gestation sac which had ruptured 
in the fifth month of pregnancy. 

Dr. Herman said that after the mid term of pregnancy rupture of 
the sac became rarer and rarer as the months went on. There was a broad 
contrast between the first and second half of ectopic pregnancy; in the 
first half rupture was frequent and the risk of operation small; in the 
second half rupture was rare and the risk of operation great. 


Larce Fisrotic Uterus, with CALCIFICATION OF THE ARTERIES. 


Dr. Farrpatrn showed the uterus and appendages removed by abdominal 
hysterectomy from a woman of 50, as a well-marked example of arterial 
degeneration. The naked eye appearance of the uterus suggests a general 
fibrosis. Further examination showed a distinct increase of fibrous tissue, 
and calcification of some of the uterine arteries. This condition was 
associated with menorrhagia, and consequent anemia and loss of strength. 

Dr. MacnavcuTon-Jongs remarked that in these cases of calcification 
it was noticed that there was previous hyaline degeneration. 

Dr. Amann Rovutn asked if there was any explanation of the 
menorrhagia, which was a constant symptom of these cases. With the 
atrophic mucosa and the sclerosed arteries one would expect a diminished 
rather than an excessive menstrual loss. 


Sma.u Intestine ADHERENT TO THE STUMP OF AN Ovarian TuMouUR. 


Mr. Herpert Paterson, in showing the specimen, remarked that the 
condition found might be partly accounted for by the presence of chronic 
peritonitis at the time of operation, but the specimen emphasised the 
importance of leaving the pedicle with a smooth surface free from knots, 
and especially of obtaining early movements of the intestine. 

Dr. Herman asked if anyone had ever opened an abdomen within a few 
weeks after abdominal section without finding adhesions? He himself had 
never met with, heard of, or read of, such a case. Adhesions were the 
immediate invariable result of abdominal sections, and in course of time 
were absorbed. 

Dr. MacnaucuTon-Jonzs said that he preferred giving saline instead 
of calomel when it could be tolerated. He thought the mistake was 
frequently made of being over-anxious with regard to the bowel. 





Reports of Societies 


BRITISH GYNACOLOGICAL SOCIETY. 


Meeting held July 13th, 1905, Dr. Witttam ALEXANDER, President, in the 
Chair. 


Dr. R. Cuarizs B. Maunsett read notes of a case of ENDOTHELIOMA OF 
THE Funpus Urent, illustrated by drawings and micro-photographs, from 
a patient aged 40, seen October, 1903, who complained of weakness, 
swelling of lower abdomen, and discharge of feetid pus from an opening 
below the umbilicus. Menstruation commenced at fifteen, and was 
regular until December, 1902. Five children were born, the eldest being 
fourteen, the youngest three years. The menses did not appear 
in December, 1902. One month later a swelling was noticed below 
the umbilicus, which, in another month, formed a sinus opening on the 
surface. Five months later the menses came on for five days and 
have been absent since. The patient was thin and anemic, with hectic 
temperature, and had a sinus 2°5em. below the umbilicus, discharging 
foetid gas and pus. The lower abdomen was occupied by a firm mass 
reaching from the pelvis to the umbilicus, filling the right iliac fossa, and 
extending slightly to the left of the middle line. On vaginal examination 
the left adnexa appeared normal; the right adnexa could not be palpated. 
The uterine cavity measured 9cm. The sound passed through the sinus 
into the abdominal mass for 15cm., where it could be freely rotated, and 
was readily felt in the right fornix. The diagnosis was sloughing myoma 
of the uterus. Cceliotomy was performed, dense adhesions separated, and 
the uterus removed by the supra-vaginal method, with subsequent excision 
of cervical stump. The patient returned home 25 days after operation. 
There has been no recurrence, and patient follows her usual occupation. 
On microscopical examination the tumour was shown to be an endothelioma 
of the fundus. 

Mrs. Scuaruies recently showed a similar specimen of endothelioma, 
with slides, which presented a structure like that now described. 

Dr. MacnauGuTon-Jongs considered it an unique case. In reply to 
Mr. Jessett, Dr. MaunsELL stated that the sinus had been discharging for 
nine months; in reply to Dr. Bet, no previous treatment had been 
adopted beyond poulticing. 

Dr. Maunseui also described a method of ventro-suspension of the 
uterus for retrodeviations. The peritoneum is opened by a transverse 
incision, the uterus drawn through, the cut edges of peritoneum sutured 
with silk to the intestinal and vesical surfaces respectively. The uterus 
is then allowed to drop back, forming a funnel-shaped depression of the 
peritoneum, the sides of this depressed surface are then approximated by 
a few sutures passed from side to side through fascia and subperitoneal 
tissue, thus obliterating any dead space. Advantages are: firm support 
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without interference with mobility; no interference with bladder ; during 
pregnancy the peritoneum will accommodate itself to the enlarging uterus 
and contract after delivery without leaving any adhesions. 

Dr. Hopason thought the upper row of sutures made a cul-de-sac which 
might give trouble in a case of sepsis. 

Dr. Herwoop Situ would prefer the sutures limited to the vesical 
surface as being less likely to cause difficulty in case of pregnancy. 

Dr. ManseLu Movut.in preferred ventro-fixation, and had not observed 
any difficulty in pregnancy. 

Mr. F. Bowreman Jessett thought there was not much advantage in 
this operation over the usual one. 

Dr. MacnauGcuTon-Jones made a communication on a case of Posr 
OPERATIVE PaROTITIS, advocating the use of cyllin as an oral and intes- 
tinal antiseptic preliminary to operation, as well as after. 

Dr. MacNauGHTON-JONES read notes of a case of UreTHRAL Cyst, which 
he considered congenital, in a patient aged 34 who complained of pain 
and frequency of micturition. The cyst was removed from the vaginal 
wall, and the urethra was opened, necessitating a plastic operation. 
Subsequently a glass catheter was used, which broke in the bladder, and 
was removed by suprapubic cystotomy. 

Dr. RovurH cured many cysts of the urethra by use of the actual 
cautery. Mr. F. Bowreman JessEtt used the galvano-cautery. 

Mr. F. BowreMan JesseTT showed a specimen of Fibroid Tumour of 
Uterus, which had undergone cystic degeneration, in a patient aged 65. 
The fibroid was present for some years, and lately began to grow rapidly. 
On removal, a tumour which contained one pint of fluid was found in the 
anterior wall. 





Reviews of Recent Books 


REVIEWS OF RECENT BOOKS. 


Tue DiacNosis or Diseases or WomEN. By Palmer Findley, B.S., M.D., 
Assistant Professor of Gynscology and Obstetrics, Rush Medical 
College. Second edition. Royal 8vo.; pp. 588, with 222 illustrations 
and 59 coloured plates. London: Bailliére, Tindall and Cox, 1905. 
Price 21s. 


We welcome the second edition of this work as a most important and 
valuable addition to gynecological literature. It is enlarged by the 
addition of nearly 100 pages and many new illustrations; the latter, 
as is usual with the work of our transatlantic brethren, are extremely 
good and clear. The microscopic illustrations are particularly good, as 
they are mostly well carried out drawings and not microphotographs, an 
important distinction, for, with all due respect to the photographer’s art, 
we consider that microphotography has signally failed where histological 
pathology is concerned. Although the title of the book is “ diagnosis,” 
the whole volume is full of pathology, and it must be valued as an 
important, if not the best, work on gynecological pathology yet produced. 
We cannot agree in detail with all the author’s views on pathology, but 
in the main the book embodies the bulk of modern teaching in this respect. 
As an example, we cannot agree that decidual cells are found in true 
dysmenorrhoeal membranes, in spite of Ruge’s views quoted by the author. 
It is true that an occasional enlarged connective tissue cell may be found 
in these membranes, but nothing like a compact decidua is ever found, 
and, although incapable of proof in the absence of chorionic villi, we 
believe that anything like a grouping of decidual cells is only found in 
pregnancy. We agree, however, that the important lesion in membranous 
dysmenorrhoea is the crowding of the endometrium with inflammatory 
leucocytes, and consequent distortion, or even destruction, of the uterine 
glands. We note that the author does not mention necrobiosis of 
fibroid tumours of the uterus. In the light of much work done in London 
and many specimens exhibited, this seems to be one of the commonest 
changes met with, and is often due to the effects of pregnancy on these 
tumours. In connection with fibroids, the author mentions sarcomatous 
degeneration, but inclines to the belief that it is the fibrous portion which 
undergoes this change. Recent work, especially that of Ulesko-Stroganowa, 
seems to show that it is the unstriated muscle fibres which become the 
sarcomatous elements; we can believe, however, that this is not invariably 
the case. 

With regard to the chapters on clinical diagnosis, we note with 
pleasure that the sound is condemned as a routine procedure in “ office ” 
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practice. We cannot but agree with the author that the use of sound 
when all the parts have not been previously made surgically clean, is a 
most fertile source of uterine and tubal infection. We find no mention of 
esthioméne amongst the diseases of the vulva; this somewhat mysterious 
condition seems to have escaped the author’s notice, and we should have 
liked to hear his views upon it. Kraurosis vulve is somewhat cursorily 
dealt with, no attempt being made to account for its causation, and the 
illustration of it does not show the conspicuous lesion, namely, the 
cicatricial tissue in the deeper layers of the skin. The chapters on 
endometritis are clearly written, and do much to formulate a precise view 
of its complicated pathology; the introduction of Amann’s diagrams to 
show how glandular invaginations occur is a distinct advantage. These 
few criticisms do not in any way prejudice the value of the book in our 


eyes, and we cannot but recommend itas a most importantcontribution 
to our literature. 





